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Riviere’ has said, ‘Although pleural one patient and not in another, or why it is 


shock presents a series of symptoms which 
are generally indistinguishable from those 
caused by air embolism, there seems to be 
no doubt that it is a reality.” 

So-called pleural shock was first described 
in 1864 by Roger’. He described it as an 
“eclamptic fit,’ characterized by cardiores- 
piratory embarrassment, tonic and clonic 
contractions of muscles, loss of conscious- 
ness, and in some instances sudden death. 
He ascribed this symptom-complex to reflex 
nervous disturbances. Brauer, in 1912’, 
contended that this symptom complex was, 
in reality, due wholly to air embolism. 

In making a review of the literature on 
this subject one is immediately impressed by 
the dearth of information in the English 
language. A review of thirty articles and 
references relative to pleural shock and air 
embolism, including eighty-nine case reports 
with some forty-three autopsies revealing 
bubbles of air in either the cerebral or the 
coronary vessels, shows that air embolism is 
being accepted as the cause of the above- 
mentioned symptom complex in the majority 
of the cases", 

Alexander” states that “there is no ex- 
planation as to why pleural shock occurs in 
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more common at the initial injection of air 
than at refills. These matters, however, may 
be explained in cases of air embolism.” 

In my experience the few cases suspected 
of being pleural shock were all in the psycho- 
neurotic type of individual. Ogden states 
bluntly that pleural shock is usually nervous 
or psychic in origin. 

Symptoms 


The symptoms have appeared as a rule 
with great suddenness at a moment when 
the needle is entering or leaving the pleural 
space’. The nervous symptoms vary, accord- 
ing to the area of the brain or cord affected. 
In 1883, Forlanini outlined symptoms of 
pleural shock as follows: 

1. Psychic—giddiness and 

sciousness. 

2. Motor—tonic and occasionally clonic 
spasms, flaccid paralysis with contrac- 
tions, hemiplegia or monoplegia. Never 
involuntary micturition, seldom vomit- 
ing. 

3. Circulatory and respiratory — rapid, 

weak, irregular pulse, pallor of skin, 
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cyanotic patches over the face, neck 

and thorax. 
It is impossible to say which of these 
symptoms have been drawn from cases 
which were in reality embolic. Saugman 
sounds the warning that we must speak of 
pleural shock only when embolism can be ex- 
cluded. 





Case Reports 


I wish to summarize briefly 5 cases pre- 
senting this symptom complex, 2 of which 
were possibly due to pleural shock and in 
3 of which there was definite air embolism. 

Case 1. Mrs. 8., a white female, aged 27, 
was admitted with a history of previously in- 
duced artificial pneumothorax on the left 
with a 50 per cent collapse and multiple ad- 
hesions. She had had a left hemiplegia for 
eighteen days following the initial injection 
of pneumothorax. All manifestations of 
paresis had cleared at the time of admission. 
This is a clear cut case of air embolism in- 
volving the cerebral vessels. 

Case 2. Mrs. L., a white female, aged 39, 
was admitted to the hospital with extensive 
bilateral pulmonary tuberculosis, more 
marked on the right. The patient was highly 
nervous. Pneumothorax was advised. She 
was exceedingly fearful and apprehensive of 
the advised treatment. The nervousness and 
apprehension persisted with each appearance 
in the operating room. The first three doses 
were introduced into the pleural space un- 
eventfully. Subsequent fluoroscopy revealed 
a fairly free collapse of the lower half of the 
right lung, with dense multiple adhesions 
in the upper half. There were no fluoroscopi- 
cally demonstrable pleuritic adhesions adja- 
cent to tne portal of entry of the pneumo- 
thorax needle. Upon the fourth refill, as soon 
as the novocain infiltration needle entered 
the pleura, the patient coughed, gasped sev- 
eral times, uttered a cry, complained of re- 
trosternal anguish, took one long breath and 
said in a rapidly diminishing voice as she 
slumped forward, “I want to see my children 
before I die.”” She immediately went’ into 
syncope. Her color was blue-grey, and no 
respirations were discernible; the chest was 
motionless. There was no palpable pulse any- 
where. The patient was unconscious, her 


pupils widely dilated. The heart action was 
too feeble to be heard either by the stetho- 
scope or by placing the ear directly over the 
precordium. Rapidly increasing and enlarg- 
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ing blue splotches appeared over the chest, 
abdomen, face, and arms. Artificial respira- 
tion was begun immediately. Coramine and 
caffeine sodium benzoate were given intra- 
venously. The heart sounds returned in ten 
minutes. After about twenty minutes the pa- 
tient was entirely conscious. Repeated. ex- 
aminations thereafter revealed no evidences 
of paralysis or eye disturbances. This case, 
in my opinion, was possibly due to pleural 
shock. There was a suspicion of a coronary 
air embolism. It is significant that the pa- 
tient had no memory of the accident. 


Case 3. This patient was a psychoneurotic 
white female, 31 years of age. Upon the 
initial injection of air, anesthetization had 
been completed and the pneumothorax needle 
had been introduced through the chest wall 
to the pleura. As we were attempting to ob- 
tain a satisfactory oscillation of the man- 
ometer the patient turned pale, the pulse 
became accelerated and feeble, respiration 
became slow, and she slumped into uncon- 
sciousness for five to ten seconds. Ammonia 
inhalations were given and the patient re- 
turned to normal in a few minutes. Further 
attempts to introduce air were unsuccessful 
because of an adherent pleura. This case, in 
my opinion, was due to air embolism, the air 
coming from the tubing. 


Case 4. This patient was a neurotic white 
male prisoner. Pneumothorax was begun and 
continued satisfactorily for several months. 
The patient was always fearful and appre- 
hensive. Repeated fluoroscopic studies re- 
vealed a satisfactory collapse with a few 
scattered adhesions. On one occasion when 
the infiltration needle was passed through 
the pleura, the patient became pale, his pulse 
became accelerated, and he began to sweat 
profusely. He never became unconscious. 
Following ammonia inhalations the patient 
returned to normal in a few minutes. The 
refill of air was given without further inci- 
dent. I believe that this case was due to 
shock. 

Case 5. Mr. P., a male patient, had been 
taking pneumothorax for three months. The 
fluoroscope revealed multiple dense adhes- 
ions. While we were attempting to give a re- 
fill, the patient developed severe symptoms of 
air embolism and involvement of the coronary 
vessels. Respiration ceased temporarily. He 
had symptoms of heart block, with syncope 
and progressive restlessness. There was no 
immediate paralysis or localizing symptoms. 
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Several hours later he became semi-delirious 
and incontinent, and developed paralysis of 
the left leg and ptosis of the right upper eye- 
lid. Paralysis of the left hand was delayed 
many hours and became more noticeable over 
a period of several days. Hemiplegia was 
finally complete. The mental symptoms 
cleared in a few days. A short while later 
the paralysis began to improve and complete- 
ly disappeared. Pneumothorax was discon- 
tinued. This was an unquestionable case of 
air embolism. 


The Mechanism of Pleural Shock 


According to Miller”), the nerve supply 
of the pleura is as follows: 

Parietal: intercostal, sympathetic and va- 

gus. 

Visceral: pulmonary plexuses originating 

in the vagus and sympathetic nerves. 

Pericardial: two branches of the vagus 

from the pulmonary plexus. 

Diaphragmatic: motor and sensory fibers 

from the phrenic. (Cavalie states that 
the last six intercostal nerves penetrate 
1 to 2 cm. into the margin of the dia- 
phragm and supply some sensory fi- 
bers. ) 

Meakins”:*) feels that pleural shock may 
be a reflex between the pleura and the pul- 
monary circulation, resulting in a spasm of 
the finer pulmonary vessels, with a rapid rise 
of the pressure of this circulation causing a 
great decrease in the volume of blood reach- 
ing the left heart. 

Sir Thomas Lewis”? explains pleural shock 
as possibly vasovagal in origin and attributes 
the loss of consciousness to vasodilatation. 
He suggests a reflex disturbance of the cen- 
tral nervous mechanism, set in motion by 
stimulation of either the carotid sinus or 
the depressor nerve, as the causative factor. 

Weiss”) states that not only carotid sinus 
reflex, but also vasovagal reflexes can induce 
sino-auricular rhythms, ventricular stand- 
stills, and complete block. He states further: 
“There is no reason why at times afferent 
impulses from the pleura cannot set up such 
a reflex.” 

Cocke®:®) suggests increased intrapulmon- 
ary pressure or pull on an inflamed pleura 
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as the exciting cause. He concludes by stat- 
ing: “I. presume to offer, as an explanation 
of pleural reflex syncope, that it is a condi- 
tion produced by reflex activity from injury 
or insult to an inflamed pleura in unknown 
and uncommon states, similar in many re- 
spects to the vasovagal attacks of syncope.” 


The Mechanism of Air Embolism 


Brandes”), in 1912, in attempting to out- 
line an empyema cavity with bismuth paste, 
accidentally demonstrated the mechanism of 
air embolism. Following the injection the 
patient became unconscious and was sudden- 
ly seized with fatal convulsions. At necropsy, 
bismuth was found in the cerebral vessels 
and brain stem. 

There are certain prerequisites to air 
embolization in artificia! pneumothorax. 

1. A diseased lung or pleura”. A normal 
lung tends to be forced away from the 
parietal pleura by the needle, and the 
vessels tend to collapse or retract 
when punctured. The diseased areas of 
a lung hold the vessels stationary, pre- 
venting their retraction and collapse 
and permitting perforation by the 
needle. 

2. Partial obstruction of a bronchus. An- 
derson"” states that the pulmonary 
venous pressure, on inspiration, is less 
than atmospheric pressure; when a 
bronchus is partially obstructed by a 
tuberculous process, this negative pres- 
sure is greatly increased, thus making 
it relatively easy for air emboli to re- 
sult from introducing the pneumotho- 
rax needle into a pulmonary vein. 


Mechanism of the Entrance of Atr@!) 


A. Air may pass directly from the needle 
to a pulmonary vein or to an engorged 
vessel of the diseased pleura. 

Air may pass into a transfixed vessel 

of the pleura after withdrawal of the 

needle, fibrosis in and around the vessel 
preventing contraction. 

Rupture of a vessel of an alveolus may 

open a communication between the al- 

veolus and the vein. 

9. (a) Stivelman, B. P.: Pleuro-Pulmonary Reflex, 
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D. Air may be aspirated from the pleural 
space, particularly in the presence of 
a positive pressure. 

E. Rarely, air may be sucked from a 

cavity during hard coughing. 

Concerning the controversial question of 
the involved area of embolization", a re- 
view of the literature places emphasis on the 
obstruction of the cerebral vessels as the 
cause of death. Recent studies by Durant, 
Rukstinat, and LeCount indicate that air in 
the coronary arteries plays an important role 
in the fatal outcome. 

Durant?" reports a case of sudden cir- 
culatory collapse during an attempt to in- 
duce pneumothorax. An _ electrocardiogram 
taken within three hours of the onset showed 
alterations in both the initial and the final 
ventricular complex indicative of infarction 
of the anterior walls of the heart. Subsequent 
electrocardiograms taken at intervals over a 
period of one year showed a gradual rever- 
sion to the form of curve observed before the 
accident. Thrombosis and solid emboli were 
ruled out. 

Air entering pulmonary veins does in part 
reach the coronary circulation"*:*”, and that 
such air does produce serious cardiac dis- 
turbances and even death is proven by the 
excellent experimental work of Rukstinat. 
Rukstinat and LeCount °°), working with 
guinea pigs, produced broncho-venous fis- 
tulas by raising the intratracheal pressure 
sufficiently high to rupture alveoli into ad- 
jacent blood vessels. Convulsions were in- 
variably produced when the pressure was 
raised to 30 mm. of mercury. Necropsy car- 
ried out under water revealed air in the 
coronary arteries of all the animals. There 
was 50 to 90 per cent filling of the coronary 
channels with air. More recently Ruksti- 
12. (a) Domrich, H.: On the Increase of Fatal Pu!monary 

Emboli, Deutsche Ztschr. f. Chir. 222:20-29, 1939. 
(b) Descomps, H.: Undoubted Gaseous Embolism During 
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nat“43e) reported extensive work on the 
rapid injection of air into the coronary ar- 
teries of dogs. Such injection was immedi- 
ately followed by tumultuous heart action 
and acceleration, followed within ten to 
twelve seconds by pronounced slowing of the 
heart rate. Death occurred in one to four 
minutes. Air injected slowly in amounts up 
to 20 cc. caused only temporary cardiac dis- 
turbances. He concludes that obstruction of 
the coronary arteries must be considered vu- 
great importance in all cases of air embolism 
originating in the pulmonary circulatior. 

Clinical reports of coronary air embolism 
are few in number, possibly because the in- 
terest of the observer has been centered on 
the cerebral manifestations. 

Weaver* produced symptoms of air em- 
bolism by injecting as little as 1 cc. of air 
into the carotid artery. Norland'*) injected 
160 cc. or more into the peripheral systen. 
before clinical signs of embolization were 
apparent. In intravenous medication bubbles 
of air may enter the peripheral vein with no 
untoward effect. They are absorbed by the 
vascular lung tissue. 

Curtillet*’, with animal experimentation, 
has shown that air bubbles do not reach ves- 
sels of a caliber of less than 30 microns; they 
never reach capillaries. Arrested in the end- 
arterioles of 30-40 microns in diameter, the 
bubbles are rapidly absorbed. 

Jones and Lockhart) state: “Air bubbles 
injected into the peripheral circulation, bar- 
ring such anatomic defects as a patent fora- 
men ovale or a ductus arteriosus, are com- 
pletely filtered out in the vascular system of 
the lungs and are never found in the vulner- 
able arterial circulation.” Over a period of 
eighty-seven hours 3,910 cc. of air was in- 
jected slowly into a dog before death oc- 
curred. A fatal dose for a 150 pound man 
would be about 525 cc. of air injected rapidly 
into the peripheral circulation. The lethal 
dose of air entering by way of the pulmonary 
vein into the arterial circulation of a 150 
pound man is about 37.5 cc. The amount de- 
pends on how rapidly air emboli obstruct 
vital cerebral and coronary arteries. 

Where there are massive pleura! adhesions 
indicative of sustained pathology, anastomo- 
ses of the greater and lesser (pulmonary) 
circulation often form. Air thus entering 
the pulmonary vein goes to the left heart 
and thence to the aorta and to the coronary 
and cerebral blood vessels. This accident 
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happens when the needle is in the lung tissue 
or in a thick adhesion; never when it is in 
a free pleural space with unquestionable free 
oscillation of the monometer. 

Riviere”) contends that the entry of air 
into a pulmonary vein depends upon the neg- 
ative intravenous pressure, a force which is 
maintained both by the suction power of the 
thorax and, to a lesser extent, by that of the 
heart. 

Maendel® records a case in which au- 
topsy revealed a pulmonary vein still open 
in an adhesion which had been invisible in 
the roentgenogram. McCurdy''*) presents a 
similar case, with autopsy revealing the 
needle tract that extended into a pulmonary 
vein surrounded by dense adhesions. 


Incidence 


When we consider the large number of re- 
fills given daily, we wonder why shock and 
embolic accidents are not more frequent. 
Lung tissue as well as inflamed pleura must 
be punctured often, because it is not uncom- 
mon for patients to have blood streaked spu- 
tum and to complain of tasting novocain fol- 
lowing unsuccessful attempts to find a free 
pleura. Two years ago a patient was ad- 
mitted to the Sanatorium with a history of 
having had injections of 500 cc. of air each 
week for thirteen weeks. X-ray studies and 
subsequent attempts to find a free pleura 
revealed no evidences of any compression; 
the lung was completely adherent. The air 
was simply traversing the tracheobronchial 
tree and the patient felt no untoward effects. 

The consensus of opinion is that the symp- 
tom syndrome herein discussed appears more 
frequently at the induction of pneumothorax. 

In 229,000 refills in different sanatoria in 
Switzerland, Frommel and Demole’''”) found 
69 accidents—a ratio of 1:5,000. Of these, 
6 were fatal. Fifty-two per cent occurred be- 
fore insufflation and 19 per cent after insuf- 
flation. Less than one-third were not accom- 
panied by localized nervous symptoms. Two- 
thirds had such disturbances as_ paralysis, 
monoplegia, hemiplegia, and aphasia with or 
without epileptiform crisis or blindness. In 
the majority of cases symptoms lasted only 
a few minutes. Forlanini":'") had 12 acci- 
dents in 10,000 punctures. Anderson") had 
2 accidents in more than 36,000 refills, with 
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1 death. Matson") had 2 deaths and 4 acci- 
dents in 20,000 refills. Canizares" of the 
Quezon Institute of Manila reports 9 acci- 
dents with 1 fatality in 194,332 refills. Ham- 
ilton™ had 124 accidents with 12 fatalities 
out of 47,992 punctures. Boroch and Widre 
had 12 accidents and no fatalities in 13,935 
punctures. Sachs had 22 cases in 1,122 pa- 
tients. Pollak’ reported. 3 serious cases, 2 
fatal, one of which was proven to be coro- 
nary embolization at necropsy. Bruns'!*® had 
13 cases of air emboli with 4 deaths in 12,700 
refills; all had pleural adhesions. Cocke and 
Crow had 4 accidents, 2 minor, 1 moderate, 
1 major, in 8,000 punctures. Andrews had 
2 in 8,000 punctures, with 1 death. Hamilton 
and Rothstein” reported 9 cases, 2 of which 
were fatal. Anderson”) stated that one 
could expect the accident in the ratio of 
1:2,000 refills, with a fatality rate ranging 
from 15 to 50 per cent. This is rather high. 
In my own experience, out of more than 27,- 
000 punctures, including refills and unsuc- 
cessful attempts, I have had 4 accidents—1 
serious, 1 moderate, and 2 mild with no 
deaths. This is a ratio of 1:6,750 punctures. 

J. Arthur Myers" has a solution: “We 
believe that the only way to prevent these 
occasional accidents is to institute artificial 
pneumothorax while the disease is minimal 
and before adhesions have formed in any 
considerable number.” It would seem that 
he is sadly neglecting bed rest. 


Differential Diagnosis 


In the review of the literature one is im- 
pressed with the absence of concrete evi- 
dence proving the existence of pleural 
shock”); however, there are many cases we 
would classify as such. I feel that pleural 
shock unquestionably does occur. One ex- 
ample is the patient with tuberculous empy- 
ema (of which I have had several), whose 
chest has to be repeatedly aspirated and who 
goes into mild shock upon irritation of the 
visceral pleura. Pleural shock has been ob- 
served in oleothorax with the use of highly 
concentrated gomenol''*’. It is seen in pleural 


15. Matsen, R. C.: Surgical Treatment of Pulmonary Tuber- 
culosis, in The Cyclopedia ef Medicine, Surgery, and 
Specialties, Philadelphia, F. A. Davis, 1938, vol. 15, p. 321. 
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exploration, pleural tap, and simple pleural 
lavage. Forlanini states that an angiomatous 
parietal pleura resulting from previous in- 
flammation may be responsible for pleural 
shock. Cocke) states that the features of 
the syndrome have been noted in pulmonary 
operations, exploratory and aspiratory punc- 
tures, pleural lavage, and at the beginning 
of, during, and following pneumothorax. 

Oliver and Turries"®, Kindberg, Cocke, 
McKnight, Gammons, and Knowles reported 
cases in which the symptoms were attributed 
to pleural shock. ; 7 

Schlaeffer supports Brauer’s belief *!® 
that the symptom-complex is the result of air 
embolism. He states that experimentally 
there is no pleural reflex which explains 
these complications. The pathological condi- 
tion of the lung and pleural sheaths is the 
same in all cases: local damage to fixed and 
distended vessels, so located as to permit as- 
piration from a larger pulmonary vein under 
negative pressure. Air emboli have been 
demonstrated in the eye grounds, and many 
times in the cerebral and coronary vessels 
at necropsy. Norris and Landis®® feel that 
these accidents, particularly those with pa- 
ralysis of the cerebral type, are due to air 
embolism. 

Bruns"*" states that no comparison of 
statistics can be made, because of the difficul- 
ty of separating cases of pleural shock from 
those of air embolism. 


Conclusion 


Many of these accidents in the pneumo- 
thorax procedures may be avoided by proper 
choice of cases, by proper examination, by 
careful study of the roentgenograms, by the 
use of the proper instruments, and especially 
by careful manometric readings. An optimis- 
tic, congenial atmosphere should prevail 
during the operation, particularly in the 
initial pneumothorax. 

One has to witness one of these dramatic 
and terrifying accidents to realize how 
quickly dissolution can result from such a 
simple and generally harmless procedure. 


19. (a) Beye, H. L., and Peterson, F. R.: Empyema of Pyo- 
genic Origin, in The Cyclopedia of Medicine, Surgery, 
and Specialties, Philadelphia, F. A. Davis, 1988, yol. 
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the Principles of Physical Diagnosis, ed, 6, Philadelphia, 
Saunders, 1988, p, 731, : 
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EARLY DIAGNOSIS OF SHOCK 


CHAUNCEY L. ROYSTER, M. D. 
RALEIGH 


It has been aptly said that “Cardinal 
symptoms are often terminal events.” The 
stage of development in which we usually 
recognize the condition which we term shock 
is an excellent example of this. On the other 
hand, because of their readily reversible 
character, recognition of its early manifes- 
tations furnishes an opportunity for utilizing 
to advantage the newer methods of treat- 
ment. It is more important to detect the 
earliest signs of shock than to know the ad- 
vantages and disadvantages of various 
means available for combatting it. It is also 
as important to concede that a cold, clammy 
skin; rapid, thready pulse; low or absent 
blood pressure; and ashen pallor are not 
signs of shock, but of impending death; for 
these findings indicate that the condition is 
approaching or has reached the point of 
becoming irreversible. 


The Mechanism of Shock 


There are many theories as to the causes 
of shock, none of which fit all cases and 
none of which, to date, can be unequivocally 
proven. In the final analysis, however, it 
matters not whether one is a devotee of 
Moon, a disciple of Scudder, or a follower of 
Blalock. Whatever the original mechanism, 
the common denominator of all theories of 
the production of shock and all systems of 
treatment is a decrease in blood volume in 
relation to the total capacity of the circula- 
tory bed. The existence of this state of 
affairs can be determined by simple, rapidly 
performed procedures, In order to realize 
the importance of this occurrence in relation 
to the development of full blown shock, let 
us review our time table on a physiologic 
level which will eliminate as far as possible 
futile controversial discussion. 

The development of shock can be repre- 
sented as a series of progressive integrated 
steps—a vicious, self-perpetuating circle if 
not properly handled, but one in which the 
mechanism of compensation and recovery is 
present if the natural machinery available 
for this purpose has not been wrecked and 
if aid is begun soon enough. 

Whatever the remote factors involved, 
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whether they be hemorrhage, loss of plasma, 
burned tissue, severe diarrhea, local transu- 
dation of plasma in areas of damaged tissues, 
or primary damage to capillary endothelium 
and loss of plasma intercellularly, the peri- 
pheral circulatory deficiency which manifests 
itself as shock results from a disparity be- 
tween circulating blood volume and the vol- 
ume capacity of the vascular system. If the 
cause of diminution of blood volume is loss 
of fluid alone, the body usually is capable 
of handling the situation. Thus excessive 
perspiration, vomiting, and purging cause 
no alteration of blood volume or of its con- 
centration. Even the loss of as much as 1000 
ce. of blood by a healthy donor is quickly 
adjusted by this remarkable priorities board. 


The compensatory mechanism set in 
motion by fluid loss is dual in nature. One 
element is essentially a physio-mechanical 
process and consists chiefly of arteriolar con- 
striction. The capillaries and veins also 
share in this process, and together they re- 
duce the space in which the lessened amount 
of blood is contained, and by so doing allow 
the maintenance of sufficient intravascular 
pressure to carry on the work of the circu- 
lation. The other mechanism depends upon 
the ability of the capillaries to transfer fluid 
between the blood and the _ intercellular 
spaces. As long as the capillary semi- 
permeable membrane is intact, the tendency 
toward decrease in blood volume or increase 
in the concentration of solid elements of the 
blood is met by transfer of fluid from the 
tissues into the vascular space. In other 
words, an auto-infusion is accomplished and 
restoration of the blood to its normal volume 
and its normal corpuscular-fluid relationship 
results. 


Unfortunately, there is a limit to the po- 
tentialities of this system. Continued opera- 
tion of the factors causing fluid loss depletes 
the stores of sodium in the interstitial spaces, 
and the delicate balance between the pre- 
dominance of sodium outside the body cells 
and the predominant potassium within them 
is upset. In developing shock the two ions 
may effect a startling reversal. The potas- 
sium becomes the dominant base outside the 
cells, and exerts a deleterious effect on them 
all, the capillary endothelial cells among 
others. 

The developments thus far are usually re- 
versible and are especially amenable to treat- 
ment. In simple, uncomplicated hemorrhage, 
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unless it is sufficiently large to produce tissue 
anoxia and resultant capillary endothelial 
damage, the patient responds well to the in- 
troduction of any type of fluid, whether 
whole blood, saline or plasma. The normal 
or artificial compensation results in hemo- 
dilution in this case. 

Unfortunately hemorrhage is seldom pres- 
ent without other factors which disturb or 
actually wreck the function of the capillary 
semi-permeable membrane, producing a more 
ominous situation. Those factors include any 
type of tissue injury, severe infections, chem- 
ical substances, and many others. Disturb- 
ance or destruction of the capillary function 
as a semi-permeable membrane not only de- 
prives it of its function of adjusting the blood 
volume to the capacity of the vascular bed, 
but allows the escape from the blood stream 
of ionic elements and, more important, of 
the actual plasma with its proteins, so valu- 
able in maintaining the osmotic pressure of 
the blood. The resultant increase of the 
corpuscular elements at the expense of the 
fluid element of the blood is known as hemo- 
concentration. This is the earliest practic- 
ably measured change which occurs in shock. 


If unchecked, the process now becomes 
more rapid. With further loss of plasma 
through the damaged capillaries there is 
more diminution of blood volume. The capil- 
laries being unable to restore the blood vol- 
ume by passing fluid into the blood stream, 
there is further hemoconcentration. The vas- 
cular system becomes more constricted to 
maintain the blood pressure, and even at this 
stage the blood pressure may be normal or 
elevated. The process is still reversible, pro- 
viding that the causative factor is not too 
overwhelming or too persistent in its action. 
The intravenous introduction of plasma or 
whole blood at this point will usually save the 
patient, even though these elements are often 
lost through the damaged capillary walls. 


With excessive amounts of fluid loss and 
vascular damage a point is reached when 
further vascular constriction is no longer 
possible and when the limit of reduction of 
vascular capacity is reached; any further 
reduction in blood volume causes a drop in 
blood pressure, indicative of a real break in 
peripheral compensation. The reduced cir- 
culatory pressure results in tissue anoxia, 
and tissue anoxia causes further demand on 
the capillaries for dilatation and perme- 
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ability, here a perversion of a normal physi- 
ologic process. This results in more loss of 
fluid and more hemoconcentration. To wait 
for a fall in blood pressure before becoming 
aware of the presence of shock is like wait- 
ing for general peritonitis before making the 
diagnosis of appendicitis. Chances of re- 
covery at this point are generally diminished, 
and if recovery does occur it is after unnec- 
essary risk to the patient and much unneces- 
sary labor and worry on the part of the 
physician. 


The Importance of Hemoconcentration 
in Evaluating Shock 


It is evident, then, that hemoconcentration 
appears far sooner than any measurable fall 
in blood pressure. Actually it occurs any- 
where from several hours to a day or so be- 
fore the blood pressure or pulse rate changes. 
It indicates that there has been sufficient cap- 
illary endothelial damage to cause a loss of 
plasma and diminution of blood volume suf- 
ficient to produce shock. Increasing hemo- 
concentration means the progression of shock 
and is a warning that treatment is inade- 
quate. Conversely, a decreasing hemoconcen- 
tration tells us that either natural mechan- 
isms or treatment is affecting the situation 
favorably. Frequently there is no alteration 
in blood pressure or pulse rate, and the pa- 
tient’s condition can be evaluated only by 
following the fluctuations in the fluid-corpus- 
cular relationships of the blood. 

As long ago as World War I it was noted 
that patients in whom arterial red cell counts 
were much higher than those of the venous 
blood developed shock, and that the ‘mor- 
tality rate was in direct proportion to the 
degree of the disparity. 

Here, then, is a very simple method of 
determining early shock which can be per- 
formed in nearly any circumstances that 
would allow the determination of the blood 
pressure. It certainly takes no more time 
than it does to make a leukocyte count, 
which is almost as much a preoperative requi- 
site as is an anesthetic. In many instances 
the red cell count will yield much more valu- 
able information. 


The Hematocrit Reading 


Another method of arriving at the same 
conclusion is by the determination of the 
hematocrit, as this reading roughly parallels 
that of the red cell count in persons not sub- 
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ject to certain types of anemia or polycythe- 
mia. This procedure, of course, requires cen- 
trifuging the blood and takes more time than 
the cell count, but any well equipped labora- 
tory can perform it. 


The Densimeter 


Intelligent use of saline, whole blood, or 
plasma demands that estimation of the plas- 
ma proteins also be made. This is most 
often done by the falling drop machine or 
densimeter. Whole blood or plasma may be 
used with equal facility. The time required 
for a drop of the fluid used to fall a meas- 
ured distance through a fluid with which it 
is non-miscible is compared with that re- 
quired for a drop of fluid of known specific 
gravity. Simple arithmetic then gives the 
specific gravity of blood or plasma. From 
a simple table of values the total protein con- 
tent of the blood may be read within very 
close limits. The whole operation need take 
only two or three minutes and is simpler 
than a red or white blood cell count. The 
advantage of this apparatus is that in one 
operation the density of the blood is deter- 
mined and a quantitative estimate of the 
type of fluid necessary is obtained. The den- 
sity of the blood is proportional to the 
amount of solid elements it contains, and 
therefore this is another direct indicator of 
the degree of hemoconcentration or hemo- 
dilution. Two or more determinations by 
any one or all three of these methods allow 
us to determine whether or not the altera- 
tions of the various blood and tissue fluid 
components are progressing in the direction 
of normality; whether or not therapy is in- 
dicated; and if so, to what degree. 


The Use of the Hemoconcentration Test 
in the ‘Treatment of Shock 


Naturally, the patient who is in what we 
now recognize as the late stage of shock 
when he is first seen needs intravenous fluids 
immediately. If plasma is available it can 
be immediately utilized, and one need not 
spend time in determining the degree of 
hemoconcentration at that moment. The 
amount of plasma necessary to combat shock, . 
however, may vary from 250 to 2,000 cc., 
and when the immediate danger is passed 
the necessity for additional fluid can be de- 
termined by the subsequent changes in the 
degree of hemoconcentration. 

I call to mind two recent cases of shock in 
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which the importance of these tests was 
brought out. In one there was discovered 
accidentally before operation a hemoglobin 
of 150 per cent and a red blood cell count of 
8,000,000. Postoperative shock was terrific 
and required every available means of ther- 
apy to combat it. The second patient was 
admitted to the emergency room pulseless 
and without blood pressure, following an 
accident. Plasma in large amounts restored 
the blood pressure and pulse to normal. 
Eight hours later the signs of late shock 
suddenly recurred and the whole process had 
to be repeated. I believe that this relapse 
could have been prevented had two or three 
investigations of the status of the blood been 
made after the emergency had been dealt 
with. 


Conclusion 


Two essential points should again be 
stressed. First, blood pressure and pulse de- 
terminations are inadequate to determine the 
presence of shock, and if changes of this 
nature have occurred shock has already pro- 
gressed beyond the point of easy reversi- 
bility. Second, the treatment of shock in any 
stage can be followed accurately by employ- 
ing the several means of evaluating hemo- 
concentration or hemodilution. One or an- 
other means of detecting and interpreting 
the early signs of shock are within the reach 
of all. It behooves us to make adequate use 
of them. 


Abstract of Discussion 


Dr. Verne S. Caviness (Raleigh): This is an excel- 
lent paper and has been well presented. It covers 
one of the most important problems with which we 
are faced at the present time. We are aware of the 
tendency among some of our confreres to blame 
death following a surgical operation on heart fail- 
ure or an act of God. Those of us who have studied 
the subject, I think, are pretty well convinced that 
that is extremely rare. 

The red blood cell count is such a simple method 
of making a scientific study of any case of shock or 
threatened shock that it seems foolish to continue 
to rely on blood pressure determination alone. 

The densimeter, to determine whether saline, 
whole blood, or serum is indicated. mav help to stop 
some of the indiscriminate use of glucose. I may 
be prejudiced, but I think that the use of glucose 
intravenously, unless it is buffered by insulin, is 
never justified. 

Dr. Walter R. Johnson (Asheville): I would like 
to stress one point in Dr. Royster’s excellent paper, 
and that is the irreversibility of this process after 
the obvious signs of shock are present—that is, cold, 
clammy skin, rapid, thready pulse, and falling blood 
pressure. If you wait until these signs are present 
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and allow that situation to obtain for any number 
of hours, then no matter what you do, the patient 
is very apt to die. 

Dr. G. F. Parker (Asheville): I want to add a 
word about plasma. In Asheville we have had es- 
tablished for about a year a blood plasma bank 
which serves our civilian population. We have made 
available to all five hospitals in Asheville a large 
number of bottles of plasma, which is held ready in 
the hospitals. We have arranged for outlying com- 
munities to send in citrated blood, drawn in standard 
bottles. This is processed in our !sboratory and sent 
back for a minimum charge to be stored and held 
available. 

Dr. John Elliott of Salisbury, who has done a good 
deal of work on this, says that plasma can be stored 
at room temperature and kept in your office or 
carried in your bags. 

Charlotte also has a plasma bank, and I am sure 
that some of the other communities will establish 
such banks. I would urge everyone to make himself 
familiar with the use of plasma and to have some 
available. 

Dr. R. A. Moore (Winston-Salem): I would like 
to present a thought on the prevention of shock as 
well as the cure of it. I am interested in traumatic 
surgery. We can do much in most cases to prevent 
the late shock that is so difficult to overcome by 
putting at rest as soon as possible any traumatized 
area. If you do not immobilize a simple fracture as 
soon as possible it will gradually produce, either 
reflexly or through tissue injury, an increase in the 
amount of shock. In the compound fracture with 
hemorrhage we must first combat the hemorrhage, 
and clean up the tissue, and then immobilize the 
part. 

If we do not immobilize fractures of the hip in 
older people ultimately they will go into, not the 
ordinary type of shock, but a condition from which 
death results in a compar‘tively short time. We 
should handle these cases carefully and immobilize 
the part as soon as possible. We hesitate to use 
plaster casts, but in most cases we can pin those 
fractures, and the patient will come out of shock 
and feel very much better. We have to consider 
continued irritation of the tissues in handling late 
shock. 

Dr. Royster: I thank all of you gentlemen verv 
much. Because of the lack of time I tried to avoid 
as much as possible discussion of the actual treat- 
ment of shock in various conditions. That is almost 
an endless discussion. 

I do wish to thank particularly Dr. Moore for 
bringing out the importance of continued damage 
to tissues in the underlying mechanism of shock. 
That is probably what leads to irreparable damage 
to the capillary mechanisms. 





Geriatrics—The vast majority of older persons 
would be happier pursuing some gainful occupation, 
and maintaining thereby their self-respect and dig- 
nity. There is a great disproportion between chrono- 
logic and physiologic age about which more should 
be known. Certainly a program for aged persons, 
preventing the indignities and deprivations of neg- 
lect, guarding against exploitation, and yet giving 
them an opportunity for a full, satisfying life com- 
mensurate with their abilities. needs the medical 
profession badly. The beginning of a specialty of 
geriatrics augurs well for the future—A. Warren 
Stearns: The Role of the Phvsician in a Competitive 
Society, New England J. Med. 224:886 (May 22) 
1941, 
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TREATMENT OF CHRONIC 
ALCOHOLISM 


M. A. GRIFFIN, M. D. 
ASHEVILLE 





It is only within recent years that the light 
of modern science has been focused on alco- 
hol and alcoholism with sufficient intensity to 
penetrate the enveloping fog of traditional 
error. Nowhere in medicine is the survival 
of archaic thinking more apparent than in 
theories concerning alcoholism and its treat- 
ment. Not much optimism prevails among 
therapists relative to permanent recovery 
from alcohol addiction, but there are a few 
exceptions. Therapists generally agree on 
the difficulties and the limited applicability 
of all methods. There is no “guaranteed” or 
easy cure for alcohol addiction. We know of 
no specific, specialized form of treatment for 
chronic alcoholism which can be wholeheart- 
edly recommended. 

A basic difficulty has been pointed out by 
Hart, who said that alcohol. addiction cannot 
be regarded as a disease which runs its 
course and from which the patient is glad to 
recover. Another fundamental difficulty has 
been indicated by Kunkel, who stated that in 
the treatment of alcohol addiction the whole 
person must be changed. This statement is 
profoundly true, and all treatment which 
does not have as its goal a change of the 
total personality must necessarily be either 
approximate or substitutive. 

One of the immediate difficulties is the 
environmental factor in alcohol addiction, 
and a doctor can do very little to alter that. 
All that can usually be done is to hélp the 
patient live in his given environment. 

The question of the treatment has been 
obfuscated to no small degree by failure to 
differentiate between addiction and sympto- 
matic inebriety. When drinking is incidental 
to feeblemindedness, to psychosis, or to some 
severe psychopathy, the treatment must re- 
fer primarily to the basic condition, not to 
the symptom. It has been noted that not 
more than 60 per cent of abnormal drinkers 
are neurotics or social drinkers, and that 
some 40 per cent are psychotics, psychopaths. 
or feebleminded. 

Persuasion, religious and moral argu- 
ments, and threatening or sympathetic sug- 
gestions must always have been used by 
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fathers, wives, husbands, and friends of al- 
coholic patients, but when the treatment of 
alcohol addiction was attempted systematic- 
ally, drug therapy, backed by various ration- 
ales, was first used, and the psychotherapeu- 
tic approach developed only later. In the 
modern treatment of addiction, psychological 
methods have begun to predominate, but 
drug therapies are still widely used. The 
main issue today is drug treatment versus 
psychotherapy, although almost no drug 
treatment entirely lacks a psychological ele- 
ment. Within each school differences center 
around the specific methods, around the ques- 
tion of whether the patient should be treated 
in his own home or in institutions, and 
around the type of institution. If the pa- 
tient is placed in an institution he hardly gets 
there before a drive is made against the 
“unjust” incarceration, either by himself or 
by friends disposed to moderation. The rea- 
sons advanced, which unfortunately seem to 
have weight with those not so close to the 
patient, are: “The man is not crazy at all 
and therefore does not belong in the insane 
asylum. Among the insane he will have to 
become crazy. He has to be given a chance 
to show that he wants to do better, etc.’’ Thus 
the wife, who usually assumes the burden of 
commitment, weakens, even though at the 
time of commitment she gave solemn assur- 
ance of her firmness. The patient is given 
another trial, which soon ends in failure 
again. 

The use of sedatives is incidental to prac- 
tically every form of treatment, although 
some therapists try to avoid them as far as 
possible. It is generally agreed that mor- 
phine is contraindicated in chronic alcohol- 
ism; nevertheless, it is still given at times. 
The barbiturates are widely used at present; 
Lee has pointed out that the prevailing ten- 
dency to give large doses of barbiturates may 
make the use of any kind of additional seda- 
tives fatal. Bromides are also much used, 
but caution relative to their use is being 
voiced. Paraldehyde, which has been found 
the most appropriate sedative in delirium 
tremens, has been suggested in the treatment 
of alcohol addiction, although its habit form- 
ing properties must be considered. So often 
we see examples confirming the parable re- 
lated in St. Matthew’s Gospel: 

“When the unclean spirit is gone out of a 
man, he walketh through dry places, seeking 
rest, and findeth none. 
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“Then he saith, I will return into my house 
from whence I came out; and when he is 
come, he findeth it empty, swept and gar- 
nished. 

“Then goeth he, and taketh with himself 
seven other spirits more wicked than him- 
self, and they enter in and dwell there; and 
the last state of that man is worse than the 
first.” 


What may be expected, then, of the future 
of the treatment of alcohol addiction? One 
possibility is that systematic research may 
reveal psychosomatic relations in the genesis 
of abnormal drinking which at present are 
unknown. Much research has_ centered 
around the psychological changes brought 
about by addiction, but few attempts have 
been made to learn whether the addict—and 
we exclude the symptomatic drinker—has 
characteristically a specific psychosomatic 
deviation. Fleming has suggested, “if there 
could be created an institute for the study 
of alcoholism where the biochemist, the in- 
ternist, the psychologist, the anthropologist, 
the psychiatrist, and possibly the theologian, 
working cooperatively could each bring to a 
common focus, on the manifold problems of 
alcoholism, his own special knowledge, then 
it should be possible to remove from this 
field some of the ignorance, prejudice and 
charlatanry that characterize it today. Such 
an institute would provide a place where, 
under standardized conditions, the different 
methods of handling drunkards could be 
tested and compared.” 

Unless a psychosomatic basis of addiction, 
and consequently of its treatment, is found, 
the only possibility is to bring greater order 
into psychotherapeutic procedures. 





The medical profession deserves the grateful 
recognition and regard of all other callings in modern 
life. It has always insisted that the practice of 
medicine is a profession and not a trade. Trade is 
occupation for livelihood; profession is occupation 
for the service of the world. Trade is occupation 
for joy of the result; profession is occupation for 
joy in the process. Trade is occupation where any- 
body may enter; profession is occupation where only 
those who are prepared may enter. Trade is occupa- 
tion taken up temporarily, until something better 
offers; profession is occupation with which one is 
identified for life. Trade makes one the rival of every 
other trader; profession makes one the co-operator 
with all his colleagues. Trade knows only the ethics 
of success; profession is bound by lasting ties of 
sacred honor.—President Faunce, of Brown Univer- 
sity, in an address to the Rhode Island Medical So- 
ciety, 1905. 
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INTRAMURAL POSTGRADUATE 
EDUCATION IN OBSTETRICS FOR 
PRACTICING PHYSICIANS 


A. W. MAKEPEACE, M. D. 


Obstetric Consultant 
North Carolina State Board of Health 


CHAPEL HILL 


Very little has been published about the 
type of postgraduate course I wish to de- 
scribe to you. Litzenberg’) recommended a 
course given in a medical center rather than 
in the physician’s home town. His reasons 
were that the student enjoys and benefits 
more from the course given in a university 
atmosphere. There are no demands made 
upon his time by current work. He meets 
and talks with physicians from other parts 
of the state. He sees a university obstetrical 
clinic ix action and also comes into contact 
with ucher practitioners. Finally, he has 
opportunities for talking with residents, in- 
terns, and staff men about his problems and 
theirs. The truth of these assertions was 
borne out by our experiences of last year. 
Lapham”? suggested that one type of intra- 
mural course should extend three months 
and include the same type of training as that 
received by an intern: work in prenatal and 
postpartum clinics; didactic teaching; as- 
signed reading in current literature; routine 
ward rounds, with discussions of the meth- 
ods of handling normal and abnormal cases; 
and in the latter part of the course the ac- 
tual delivery, under supervision, of such 
cases. The short time at our disposal pre- 
vented us from offering any such all-inclu- 
sive program. At the University of Okla- 
homa a well planned course in obstetrics and 
gynecology was given during 1940-1941; 
twenty students attended over a period of 
fourteen months. The course was terminated 
because, as a result of war conditions in the 
state, there were no candidates. This course 
ran for two weeks, five and a half days a 
week, and eight hours a day. Only five of the 
eighty-eight hours were devoted to pedia- 
trics. Anatomy, pathology, neurosurgery, 
pediatrics, urology, surgery, medicine, and 
psychiatry (in their relation to pregnancy) 
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were included in the curriculum. Daily® has 


listed many of the pertinent facts concern-, 


ing intramural obstetrical teaching in eigh- 
teen schools, and his chart presents a rapid 
survey of available courses throughout the 


country. 

Our course in North Carolina is five days 
in length, Monday through Friday inclusive. 
It is given at any time from April through 
November when there are from four to six 
applicants, except during certain periods 
when the instructors are attending medical 
meetings, participating in seminars, or in 
other ways adding to their own store of 
knowledge. This plan serves a double pur- 
pose: it helps the instructor to keep abreast 
with current ideas and it breaks the monot- 
ony of repetition week after week. It was de- 
cided after a preliminary trial period that 
three, or at the most, four weeks was suffi- 
cient to dull the pristine brilliance of the 
presentations and that a week of other work 
was necessary to restore the original luster. 

The course is evenly divided between ob- 
stetrics and pediatrics, half the day being 
devoted to each subject. Instruction consists 
of attendance at clinics and ward rounds, 
round-table discussions, and the observation 
of actual obstetrical procedures. The com- 
plete clinical facilities of the obstetrical and 
pediatric services at Duke Hospital are avail- 
able for purposes of instruction. The men 
are notified of all deliveries, normal or other- 
wise, but attendance is not compulsory. Since 
their time in the institution is short the men 
are called from their pediatric classes for 
unusual obstetrical cases when they occur in 
order to give them as wide an experience as 
possible. with the material at hand. All in- 
teresting current obstetrical manipulations 
such as sterile vaginal examinations for 
bleeding and the induction of labor by rup- 
ture of the membranes and insertion of bags 
are brought to their attention at any time 
day or night. 

Dr. George M. Cooper, Director of the 
Maternal and Child Health Department of 
the State Board of Health, conceived and 
made possible this project. The course is 
offered free. The only expense to the physi- 
cian is his transportation from his home to 
Duke, and back. The cost is covered by a 
grant of Social Security Funds to the State 
Department of Health obtained through the 
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U. S. Children’s Bureau. The course is open 
to any registered physician in North Caro- 
lina except those who restrict their practice 
to one of the specialties. The men are 
housed in the graduate dormitory on the 
men’s campus and are served their meals 
with the house staff in the doctors’ dining 
room of the hospital. 

Out of the 1075 general practitioners and 
public health officers who received applica- 
tion blanks last year, 92 (8.5 per cent) at- 
tended the course. Their ages ranged from 
27 to 74. In the older group there were two 
men of 71. One man was first licensed to 
practice medicine in 1893, one in ’96 and two 
in ’97. At the other end of the age scale 
were three men licensed in 1938 and three 
licensed in 1939. The great majority were 
between 38 and 58 years of age. The men 
came from forty-three of the one hundred 
counties of the state. Two women physi- 
cians attended. 

The foregoing figures are for white physi- 
cians only. An identical course was offered 
for the colored physicians. Three groups of 
five men each attended the course which was 
held at the Lincoln Hospital (colored). There 
were 151 registered colored physicians noti- 
fied of the course, and 10 per cent attended. 
Three additional men applied but were pre- 
vented by illness or other good reasons from 
attending. 

The instructors in the course are associ- 
ated with three organizations in the state. 
Each is consultant in his field to the State 
Board of Health. They are also professors of 
obstetrics and pediatrics respectively in the 
School of Public Health of the University of 
North Carolina, and hold staff appointments 
in the Duke University Medical School and 
the Duke Hospital. To be eligible for an in- 
structorship the physician must be certified 
by the appropriate specialty board or be 
adequately prepared for such certification, 
which must be obtained within two years. 

The courses are conducted almost entirely 
by the two instructors. In this way conti- 
nuity and coherence are ensured, and these 
are important factors when the duration of 
the course is so short. As is desirable, other 
ideas and personalities are introduced on 
rounds and in the attendance at deliveries 
and other obstetrical procedures, all of which 
are conducted by senior or junior staff mem- 
bers of the hospital obstetrical service. 
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The obstetrical course was designed pri- 
marily to review basic obstetrical principles, 
with particular emphasis upon the chief 
causes of maternal mortality in the state. 
As an introduction and as the framework of 
all future discussion, the concept of adequate 
antenatal care is developed in detail. Not 
only are the men told what they should do, 
but an attempt is made to convince them— 
when necessary—of the value of the proced- 
ures undertaken: a complete history, a 
thorough physical examination, pelvic meas- 
urements and a careful vaginal examination, 
laboratory data, a conference with advice to 
the patient, and finally, instructions for re- 
turn visits at the proper intervals. In North 
Carolina toxemia of pregnancy is responsible 
for more maternal deaths than any other one 
condition. The subject is discussed in detail, 
and the greatest emphasis is placed on the 
early recognition of toxemia and prevention 
of the serious late manifestations of the dis- 
ease. Two other subjects are given particu- 
lar attention: infection and hemorrhage. Al- 
though hemorrhage is third in importance 
as a cause of maternal deaths in the state, it 
is usually discussed early in the course be- 
cause of its dramatic aspects. During the 
discussion many of the physicians present 
past or current problems from their own 
practice, and there usually results a general 
round-table exchange of ideas, free from 
restraint. During the remainder of the week 
a variety of subjects are discussed: the con- 
duct of normal labor, dystocia and dispropor- 
tion, analgesia and anesthesia, contraception, 
a differential venereal survey with color 
slides of all common lesions, something of 
the basic endocrinology of the menstrual 
cycle and pregnancy, and finally an outline 
of what constitutes an adequate method of 
attack in the problem of sterility. 

The teaching is done around a small table, 
with reasonably comfortable chairs and 
plenty of ash trays. The instructor generally 
expresses his views on some subject for 
thirty to forty-five minutes and then invites 
comment from the group. From the begin- 
ning it is impressed upon the men that this 
is a completely informal gathering and that 
interruptions at any time are quite in order. 
As the week progresses and confidence de- 
velops, the volume of discussion grows. The 
instructors fee] that the success of any week 
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is often directly proportional to the vehe- 
mence of the round-table arguments. When 
the men begin talking freely and easily, diffi- 
cult cases or unfortunate results in past 
work are spontaneously described in order 
to: illustrate the matter under discussion or 
to obtain advice and an opinion from the 
instructor. One man, for example, described 
a case of fatal postpartum hemorrhage which 
had occured twenty-six years ago, and which 
was still bothering his conscience. There was 
a unanimous decision that it was a non-pre- 
ventable death. The men present situations 
they have had to face in the back country 
and ask for solutions to the problems. It is 
sometimes a very difficult task to suggest 
good obstetrics and still to work within the 
limits set by the problem. One case presented 
was that of a primipara, eight and a half 
months pregnant, who was bleeding from 
the vagina. She had already lost about 500 
cc. of blood; her blood pressure was 90 sys- 
tolic, 70 diastolic, and her pulse rate 130. 
The nearest hospital was thirty-five miles 
away, over rutted country roads, and the 
doctor’s small Ford was the only conveyance. 
The instructor had to suggest what should be 
done. 

The course, on the obstetrical side, has 
some obvious faults. Five half-days is a very 
short time in which to try to modify ideas 
and habits which years of repetition have 
deeply ingrained in the physician’s routine. 
The short time also limits the amount of 
work in which the men themselves can par- 
ticipate, in the outpatient clinics, for in- 
stance. And finally, because of a dearth of 
deliveries and again the short time of resi- 
dence, the men cannot participate in actual 
deliveries. 

Future plans are rather vague because of 
the present demands made upon physicians. 
So far this year we have already had twenty- 
eight applications for the course, and we ex- 
pect a total of perhaps fifty. Essentially the 
same course is being given this year as last 
year. It is to be hoped that in the not too 
distant future some of the defects noted 
above may be corrected. I am very sure that 
if we could make available for postgraduate 
work a number of obstetrical beds and put 
the men to work in somewhat the manner 
Dr. Lapham” has suggested, we should be 
just as agreeably surprised with the response 
as we have been with the attendance on the 
present limited course, 
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Abstract of Discussion 


Dr. P. Y. Greene, Burlington, Chairman: Thank 
you, Dr. Makepeace. I think it is appropriate that 
we have the person who taught the pediatric side 
of the course to discuss this paper—Dr. R. B. 
Lawson of the School of Public Health, University 
of North Carolina. 

Dr. R. B. Lawson (Winston-Salem): I would like 
to say a word about the pediatric angle of the 
course and the subjects we have taken up. 

Our whole emphasis is not to make pediatricians 
out of the men who come in. The time is much too 
short to do that. What we are trying to do more 
than anything else is to improve their attitude to- 
ward pediatrics. 

I feel, as do many other people, that the large 
part of the handling of children can be and should 
be done by general practitioners. It is only in those 
cases in which he gets into difficulty that he should 
refer the child to a pediatrician. Pediatricians are 
always going to have an additional amount of prac- 
tice from people who can afford to pay a little more 
and who want a man especially trained in caring 
for children. 


There is a tremendous variety of subjects to 
choose from in these courses. We select subjects for 
discussion in two ways: one is by finding what are 
ihe commonest causes of death and sickness in the 
state; and the other is by discovering what the in- 
dividual group is particularly iziterested in. So, from 
the ‘irst standpoint we discuss primarily the care 
of the newly born cuild and »remsture infant, since 
these grouns are such a large factor in the morial- 
ity rate in this state; then there is a rather careful 
discussion of immunization procedures; discussions 
ef respiratory diseases—pneumonia and others— 
which play a large role in the mortality of children; 
discussion of the various stages of infant feeding, 
pointing out particularly some one or two recom- 
mended schemes; discussion of diarrhea and vomit- 
ing and worm infestations; and finally, discussion 
of pediatric techniques which can be used by the 
physician in his office. That is the groundwork for 
the course in pediatrics. 


In addition to this basic program some men are 
going to be interested for instance in convulsions 
or genito-urinary complaints of one type or another; 
so there is plenty of opportunity to bring up other 
subjects. Sometimes you have to draw the men out 
to find their problems, and to get a good discussion. 
I think that this course has been very successful, 
and although at the present time there are not as 
many applicants as we would like to have, I think 
that is due partly to the war. 

Dr. John H. Hamilton (Raleigh): I have talked 
with a number of general practitioners in rural 
communities, men whose judgment I respect highly, 
and these men tell me that this postgraduate course 
is the most valuable service which the State Board 
of Health has rendered the medical profession of 
North Carolina. 





Exercise With Insulin. — Unusual exercise pro- 
motes the tendency to a reaction. With regular 
insulin or crystalline insulin one takes a little extra 
carbohydrate at the first sign of a reaction, but 
patients employing protamine zinc insulin will do 
better if they eat their extra quota of carbohydrate 
at the beginning of the exercise.—Elliott P. Joslin: 
Diabetic Hazards, New England J. Med. 224:590 
(April 3) 1941, 
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THE TREATMENT OF CONGESTIVE 
HEART FAILURE 


C. H. ARMENTROUT, M. D. 
ASHEVILLE 


One of the most frequent and_ difficult 
problems encountered in the treatment of 
heart disease is congestive heart failure. 
Heart failure signifies the inability of the 
heart to discharge its contents adequately, 
with the resulting familiar manifestations— 
dilatation of the heart, venous congestion, 
dyspnea and edema. More than half of all 
patients with organic heart disease will, in 
the course of time, deveiop failure. In most 
cases this is due to chronic heart disease of 
many years’ duration, but in a few individ- 
uals it comes as the result of severe acute 
strain. The course and prognosis vary tre- 
mendously, and it is not enough to know that 
the heart is unable to maintain an adequate 
circulation. It is important and often essen- 
tial to know the cause of the myocardial in- 
sufficiency in order to render a reasonable 
prognosis and outline the best form of treat- 
ment. The treatment and advice we give 
these individuals often determine the dura- 
tion of life after the onset of congestive fail- 
ure. 

The objectives in treating heart failure 
are: (1) to relieve the symptoms; (2) to in- 
crease the efficiency of the heart, so that it 
may carry on its function; (3) to limit the 
individual’s activity, so that the capacity of 
his heart is not overtaxed. 

Although each patient must be considered 
individually after careful and complete 
studies, a certain general outline of treat- 
ment may be followed. This may be conven- 
iently divided int6é four parts: (1) diet, rest 
and regulation of exercise; (2) the adminis- 
tration of digitalis and other allied drugs; 
(3) the administration of diuretic drugs; 
(4) special therapeutic measures, including 
venesection, paracentesis, and _ thyroidec- 
tomy. It is important to treat not only the 
congestive failure but also the condition 
which is causing the failure. 


The first principle in the treatment of 
heart failure is rest and the restriction of 
activity. For most patients it is best to have 
a short period of bed rest at the beginning 


Read before the Tenth District Medical Society, Asheville, 
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of treatment. The advice to go to bed fre- 
quently has a grave significance for the pa- 
tient, but he will understand it better and 
fear it less after a few days when he notices 
an improvement in his symptoms. For the 
very ill patient absolute bed rest in the up- 
right position is necessary. The patient is 
discouraged from indulging in any exertion, 
even turning from side to side. After 
the patient becomes ambulatory the limita- 
tion of activity is most important. His daily 
activities should be discussed and a program 
to readjust and limit them should be given in 
detail. A later rising time in the morning 
and an earlier retiring time at night, a 
period of rest in the reclining position after 
meals, walking slowly, and avoidance of 
hurrying and climbing are among the in- 
structions given the patient in whom failure 
is manifest. 

The regulation of diet and fluid intake is 
an important part of the treatment of con- 
gestive failure. Fluids and food should be 
given in small amounts and gradually in- 
creased as the patiert shows improvement. 
The Karell diet, consisting of 200 cc. (7 
ounces) of skimmed miik four times a day 
with no other fluids or food, may be given 
for two or three days. After this brief period 
a more general diet containing the necessary 
proteins and vitamins is given. Most patients 
will get along very nicely on a diet of 1200 
to 1500 calories and a fluid intake limited to 
1000 to 1200 cc. An excess of salt is to be 
avoided, but it is not necessary to have a 
diet devoid of salt. It is well to remember 
that it is the sodium ion that is the principal 
factor in the retention of fluids and that this 
has the same effect whether given in the 
form of sodium chloride, sodium bicarbonate 
or any of the other sodium salts. It would 
be of very little benefit to restrict sodium 
chloride in an edematous patient, and then 
give sodium bicarbonate. Subcutaneous or 
intravenous fluids must be given very cau- 
tiously in the presence of congestive failure, 
for edema of the lungs or dependent edema 
may be precipitated by such therapy. 
~ Digitalis is the most valuable drug in the 
treatment cf heart failure. It is especially 
important in the case of failure with auricu- 
lar fibrillation, but its usefulness is by no 
means limited to this type of case. In the 
presence of failure with a normal rhythm 
or even in the case of complete heart block 
with a rate of from 30 to 40 per minute, digi- 
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talis is very frequently helpful. There is no 
contraindication to digitalis except in the 
rare individual who is hypersensitive to the 
drug and in the occasional case. of Adams- 
Stokes syndrome, which is manifested by a 
very slow heart rate, with syncope and epi- 
leptiform convulsion. Complete heart block 
with faintness and dizziness is no contra- 
indication to the drug. 

The most frequently used and most satis- 
factory preparation of digitalis is the 
powdered leaf. The tincture and infusion 
are less stable and deteriorate rapidly with 
age. It is also much more difficult to meas- 
ure the dose satisfactorily with these forms 
of the drug. Fifteen drops of the tincture 
are usually taken to mean 15 minims, when 
in reality 1 drop of tincture is equal to about 
14 minim, depending on the size of the drop- 
per. 

Digitalis saturation or digitalization is 
the only satisfactory method of dosage. Small 
tonic doses, formerly much used and even 
now occasionally prescribed, are of no bene- 
fit in the very sick patient, while large doses 
may be life saving. It must be recognized, 
however, that small doses may be of benefit 
when there is poor heart tone and not much 
congestive failure. However, this condition 
is difficult or impossible to prove. Digitaliza- 
tion consists in giving digitalis until the de- 
sired effect is obtained or until there are 
toxic symptoms. Digitalization is present 
only when the patient’s symptoms are less- 
ened, when diuresis has resulted, and when 
the pulse rate has been slowed to below 80 
per minute and the pulse deficit has disap- 
peared. The approximate dose required to 
digitalize a patient is 1.5 grains or 1 cat unit 
of the powdered leaf for each 10 pounds of 
body weight, plus 1.5 grains for each day 
required to effect digitalization. Absolute 
accuracy in dosage is impossible, but the 
above calculation serves as a useful guide. 
Some patients need more and some less. As 
a rule, children and thin individuals require 
more than the dose indicated by the weight 
rule. 

The speed with which digitalization is ac- 
complished depends on the patient’s condi- 
tion. If there is considerable urgency the 
calculated dose may be given in eighteen to 
twenty-four hours, either in three equal 
doses or by the Eggleston method, which is 
to give half of the calculated dose at first, 
then half the remaining dose in six hours, 
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and the rest in another six hours. If there 
is less urgency, the same effect may be ac- 
complished by giving 3 grains (2 cat units) 
three times daily for two days. If the pa- 
tient is ambulatory the drug may be given 
in 11% grain doses three times a day for six 
or seven days. When great speed of action 
is required (as in acute heart failure), digi- 
talis may be given intravenously. The prep- 
arations for intravenous use are marketed 
in ampules and contain 114 grains of the 
powdered leaf for every 1 or 2 cc. of solu- 
tion. The dose required for saturation is the 
same as that when it is given by mouth. As 
much as 10 cc. (containing 714% grains of the 
powdered leaf) may be given at one dose and 
repeated in three or four hours. Usually not 
more than two intravenous doses are re- 
quired before the drug can be started by 
mouth. 

The second important principle of digitalis 
dosage is the maintenance of digitalization. 
Once digitalization is secured and the patient 
is at his best, without toxic symptoms from 
the drug, a small daily ration should be con- 
tinued indefinitely or as long as there is need. 
In the vast majority of cases this means as 
long as the patient lives. There are a small 
number of cases in which-the cause of the 
heart failure can be corrected and the need 
for digitalis overcome. The most common of 
these conditions are acute rheumatic myo- 
carditis, beriberi heart, hyperthyroidism, 
arteriovenous aneurysm and constrictive 
pericarditis. The daily dose which is re- 
quired to maintain the effect of digitalis sat- 
isfactorily in the average adult is 114 grains 
of the powdered leaf daily. In a few patients 
half this amount suffices, but in some twice 
this amount may be necessary. The average 
daily ration of 114 grains can be tried at the 
onset arid increased or decreased later. The 
patients themselves often become expert in 
determining the daily ration. They often 
find they get along better by omitting the 
digitalis one or two days a week. In deter- 
mining the maintenance dose, not only the 
objective signs but also the experience of 
the patient should be considered. The com- 
mon fear that digitalis will lose its efficacy 
if too long continued is unwarranted. If this 
plan of maintaining digitalization is pur- 
sued we will no longer encounter the re- 
peated attacks of heart failure with spectac- 
ular recovery on administration of digitalis. 
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Although permanent failure and death do 
eventually occur, lives are often prolonged 
for years and activity maintained without a 
break, with the proper use of digitalis. 

There are two drugs which have a digitalis 
like action—strophanthin or ouabain, and 
the glucosides of squill. It is necessary only 
in emergency to use strophanthin, and then 
it is questionable whether this has any ad- 
vantages over digitalis given intravenously. 
However, in patients who have not had digi- 
talis or strophanthin previously, it may re- 
sult in great improvement when injected in- 
travenously in doses of 1/240 to 1/120 grain. 
It is a matter of choice whether this drug or 
digitalis should be used. In Europe stro- 
phanthin is often employed successfully, 
while here digitalis has been preferred. Stro- 
phanthin should not be given to a patient 
who has had digitalis within forty-eight 
hours. In the occasional patient who has an 
idiosyncrasy to digitalis, one of the prepara- 
tions of squill can be used. One of the most 
popular and reliable preparations is mar- 
keted under the name of urginin. Each .5 
mg. of urginin is equivalent to 114 grains of 
digitalis. Patients who cannot tolerate digi- 
talis can usually tolerate urginin, and their 
congestive failure can be controlled by this 
drug. 

When the pulmonary congestion, dyspnea 
and edema do not respond to rest, diet, and 
digitalis or one of its substitutes, they will 
usually respond to diuretic drugs. Of the 
purine group of diuretics, theobromine, theo- 
calcin and aminophylline are the most valu- 
able. The first two, theobromine and theocal- 
cin, are given in doses of 714 to 15 grains 
and aminophylline in doses of 3 to 6 grains 
orally three times a day. Whether or not 
these drugs are effective, it is better to dis- 
continue them after ten to fourteen days, 
then resume them again in repeated courses. 
These drugs usually produce a mild, continu- 
al diuresis, and about half the patients who 
do not respond to rest and digitalis will im- 
prove on the administration of one of the 
purine diuretics. The chief difficulty with 
these drugs are that they are apt to produce 
toxic symptoms, chiefly nausea and vomiting, 
in a large percentage of patients. 

Mercury is the most effective and power- 
ful diuretic. It has long been used in the 
form of calomel by mouth, but in recent 
years more satisfactory results have been 
obtained by the use of novasurol, salyrgan 
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and mercupurin given intravenously or in- 
tramuscularly. The last two preparations are 
newer and less toxic than novasurol. These 
are given in initial doses of 1 cc. of a 10 per 
cent solution, then at intervals of a few days 
to one week in 2 ce. doses. These drugs can 
be given over long periods of time at inter- 
vals of a few days, without harmful effects. 
Mercurial diuretics are very irritating, and 
if even a small amount is spilled outside of 
the vein a very extensive slough may occur. 
This danger can largely be prevented by di- 
luting the drug with 10 cc. of sterile water. 
Satisfactory results may be obtained when 
these drugs are used in suppositories. Al- 
though the diuresis is not as profuse as when 
they are given intramuscularly or intraven- 
ously, the advantages afforded by the sim- 
plicity of administration are obvious. Am- 
monium chloride or nitrate will usually in- 
crease the diuresis when given at the same 
time as the mercurial diuretics. 

Drugs other than digitalis and the diuret- 
ics are of secondary importance in the treat- 
ment of heart failure. At times, a dose of 
morphine or of some opiate given to a mark- 
edly distressed patient who has been unable 
to sleep for days may afford rest which 
starts the patient on the road to recovery. 
Another drug which is very useful in the dis- 
tressed patient is paraldehyde, which can be 
given intravenously in doses up to 2 cc. This 
drug has a very slight depressing effect and 
is one of the safest drugs in cases of heart 
disease. Oxygen may relieve the cyanosis 
and dyspnea of heart failure and may help 
in tiding the patient over the period of acute 
failure. It is of especial benefit in cases of 
pulmonary infarction and infection. Laxa- 
tives and purgatives are often of distinct 
value in getting rid of edema. A saline laxa- 
tive each day will result in watery stools and 
loss of considerable fluids. Too vigorous 
purgation is not desirable because of the 
weakening effect on the patient. Intravenous 
glucose solution, suggested because it might 
supply food to the heart muscles, has been 
disappointing in the treatment of heart fail- 
ure and in the state of shock following coro- 
nary thrombosis. If given at all it should 
be reserved for the obstinate cases not yield- 
ing to other forms of treatment. 

There are various mechanical therapeutic 
procedures which are often of distinct value 
in the treatment of heart failure. Vene- 
section is not often necessary, but may be 
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life saving in emergencies. Venesection is 
applicable in two different types of cases: 
(1) in acute failure with pulmonary edema, 
and (2) in chronic cardiac patients with ob- 
stinate edema and a persistently high venous 
pressure in spite of rest, digitalis and diu- 
retic drugs. Another method which may 
temporarily relieve the heart of excess blood 
is constriction of the four extremities by 
blood pressure cuffs or similar bands, cutting 
off temporarily the venous return. 


In persistent and massive edema of the 
legs and scrotum multiple punctures of the 
skin may be made, and as much of the fluids 
as possible drained off. A method much to 
be preferred is the use of Southey’s tubes. 
These are small cannulas which are inserted 
beneath the skin by means of trocars, as 
many as three or four being inserted into 
each leg. Enormous quantities of fluid can 
be drained off by this method. When other 
methods fail to relieve the ascites and hydro- 
thorax, and when oppression from the fluid 
is disagreeable, paracentesis should be done. 
This is especially important in the patients 
with hydrothorax, because the already em- 
barrassed heart is further taxed by the fluid 
in the pleural cavity. Total thyroidectomy 
has been a very interesting innovation in the 
treatment of heart disease, especially in 
those cases in which there is_ persistent 
cardiac failure. For a good many years this 
operation was frequently performed, with 
the thought that if the basal metabolic rate 
were lowered the load on the heart could be 
much reduced. The operative mort:lity is 
high and the results are questionable from 
this type of operation. At the present time 
total thyroidectomy for treatment of conges- 
tive failure has been almost entirely dis- 
carded. 

Summary 


The treatment of heart failure consists of: 
(1) Diet, rest and regulation of exercise. 
(2) Digitalis and allied drugs. 

(3) Diuretic drugs, the most !mportant 
of which are the purine and mercuria! 
diuretics. 

(4) Other therapeutic procedures, includ- 
ing venesection, blood pressure cuffs, 
paracentesis and Southey’s tubes. 


Give me health and a day and ! will make the 
pomp of emperors ridiculous. 
—Ralph Waldo Emerson, 
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ADVANCES AND LIMITATIONS IN THE 
TREATMENT OF GONORRHEA 
IN THE FEMALE 


JAMES B. LOUNSBURY, M. D. 
WILMINGTON 


In view of the voluminous literature that 
has appeared on the treatment of gonorrhea 
since the advent of the sulfonamide drugs, 
this dissertation can scarcely claim to be a 
review of the subject. Rather I must confine 
the paper to a practical abstract, pointing 
out some of the recent advances and em- 
phasizing the persistent limitations of the 
treatment of Neisserian infection in the fe- 
male. 

One must never lose sight of the fact that 
in the therapy of any disease, especially in 
that of gonorrhea, there is an ideal method 
of treatment, and there is the economic and 
practical method by which the majority of 
patients must be treated. The ideal treat- 
ment is by no means the regimen which can 
be applied to the usual patient. 

One of the most difficult problems in the 
treatment of gonorrhea in the female is the 
diagnosis of the disease. The diagnosis of 
the acute phase is not ordinarily arduous, 
although symptoms even in this stage may 
be masked in the fair sex. But the chronic 
phase presents a problem in diagnosis, not 
only on first contact with the patient but in 
subsequent follow-up examinations to deter- 
mine the effectiveness of treatment. A pri- 
mary source of confusion lies in the common 
inability to recognize the gonococcus. Cooke" 
observed that in a practical examination 
laboratory technicians returned “a _ totally 
unexpected number of both false negative 
and false positive reports.” Van Slyke? 
made the same startling discovery. 

Added to this is the difficulty of gathering 
material in the female suitable for making a 
bacteriological diagnosis. The old haphazard 
method of making cervical and urethral 
smears by merely brushing a swab in and 
out of the urethra and the cervical os is no 
longer tenable. In the chronic stage the gon- 
ococcus is recoverable only in the pus dis- 
charged from a nidus of infection—that is, 
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the gland-bearing areas—, and swishing a 
swab in and out does not produce a discharge 
of pus. Pus must be obtained by squeezing 
the cervix between the speculum blades, by 
milking the urethra, and by expressing secre- 
tion from the Bartholin gland. Even smears 
made most carefully are only 40 to 60 per 
cent as reliable as cultures. And the re- 
ported accuracy of cultures of swabbed ma- 
terial varies from 21 to 98 per cent. Skin 
tests®) and complement fixation tests have 
never proven wholly reliable, and are to be 
considered only as supportive evidence for 
diagnosis. No one procedure is infallible. 
Primary diagnosis still must rest on clinical 
interpretation of the history and physical 
findings, supported preferably by culture of 
the organism or by whatever laboratory 
method is available. Interpretation of the 
progress of treatment rests also on the 
bacteriological method available, plus the 
clinical course of the disease. 


Before considering the treatment of gon- 
orrhea, let us review some pertinent and 
often forgotten facts about the pathology of 
the infection™. Gonorrhea is substantially a 
self-limited disease. If the trauma caused by 
the over-zealous physician and the uncooper- 
ative patient were eliminated, most acute 
infections would subside spontaneously. Gon- 
orrhea is not a surface disease, but a disease 
of tissue penetration. The gonococcus does 
not invade sqaumous epithelium but it does 
penetrate columnar types of epithelium. In 
the female this means that the organism does 
not involve the vagina and vulva. Inflam- 
mation of these surfaces is due to a toxin 
or to the irritating passage of pus over 
the epithelium. Transitional epithelial cells 
which are firmly fixed to the submucosa are 
penetrated by the gonococcus, but here there 
is a good immunity response tending to limit 
the infection. Loosely adherent transitional 
epithelium, on the other hand, such as is 
found in the bladder, does not possess a good 
immunity response, and the infection is poor- 
ly controlled. This is especially true when 
injudicious interference produces trauma of 
the tissue. Thus, infection by the gonococcus 
involves primarily poorly drained areas of 
columnar epithelium—namely, Skene’s and 
the periurethral glands, Bartholin’s glands, 
and the cervical glands. Invasion of the 
bladder, endometrium, or tubes occurs only 


8. Corbus, Budd C., and Corbus, Budd C., Jr.: Cutaneous 
Diagnosis of Gonococcic Infections; Further Report, J.A. 
M.A. 116:1138-115 (Jan. 11) 1941. 

4. Pelouze, Perry S.: Personal Communication. 
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secondarily by interference, which may be 
in the nature of too vigorous local therapy, 
catheterization, douches in the presence of a 
retroversion, or intercourse. 


The response of tissue to the gonococcus 
or its toxin is a polymorphonuclear exudate. 
Pus or tissue containing a round cell exudate 
indicates not gonorrhea but trauma. After 
the acute phase of the disease, persistence 
of infection is due to a nidus of gonococci 
in poorly drained areas. Compound racemose 
glands are not well drained, and for this 
reason the infection is most persistent in the 
cervical glands. 

With these facts in mind, it is not difficult 
to understand why the sulfonamide drugs 
have been of such value in the treatment of 
acute gonorrhea. By focusing attention on 
the specificity of an orally administered 
treatment, the drug diverts the attention of 
the physician and the patient from local 
therapy. Nature is allowed better than an 
even chance to limit the infection. 


The treatment of acute gonorrhea resolves 
itself into three factors:’ First, general 
measures such as rest, sedation, and omission 
of alcohol and condiments tend to improve 
the patient’s resistance to infection and 
lessen the toxin response. Second, the inter- 
diction of intercourse and the omission of 
attempts at local therapy (which includes 
examinations, douches and topical applica- 
tions) prevent complications. Infection by 
the gonococcus does not ordinarily produce 
complications; infection plus trauma, how- 
ever, causes complications. Third, the sul- 
fonamide drugs seem to shorten the natural 
course of the disease. 


The consensus of the literature has elected 
sulfathiazole as the drug of choice. Sulfan- 
ilamide was found by the Cooperative Clin- 
ical Group to have a low cure rate (18 per 
cent) along with high toxicity. Sulfapyri- 
dine equals sulfathiazole in its cure rate, but 
is again toxic, and the patients must there- 
fore be closely watched. The newer drugs 
such as sulfadiazine and sulfacetimide (sul- 
amyd) have not yet received adequate trial 
for conclusions. Sulfadiazine seems to be as 
efficient as sulfathiazole, but is about three 
times as expensive. 

Two schools of thought exist concerning 
the manner of administering sulfathiazole. 
Most authors—notably Smith and Deakin™, 
Lewis®, Cohn, and Steer and Adler *’—have 
recommended either 3 Gm. the first day and 
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2 Gm. thereafter for a total of ten days, or 
an entire course of 2 Gm. daily for twelve 
days. The United States Public Health Ser- 
vice, on the other hand, favors a short, in- 
tensive course of 4 Gm. daily for five days. 
The drug is then stopped for five days. If 
there is slight or no improvement, and the 
patient does not react unfavorably to the 
drug, a second five day course is given. The 
Cooperative Clinical. Group reports a 75-80 
per cent cure rate by the first course of 
treatment, with many of the remaining 20 
per cent cured in a second course. Under 
the best conditions, with adequate tolerance 
of the drug and good cooperation by the 
patient, the cure rate may run as high as 
90 per cent. 

There are a number of patients whose in- 
fection is resistant to sulfathiazole. These 
as well as the chronically infected cases re- 
quire further consideration. 


At the end of the toxic stage of the acute 
infection and in the chronic phase, local 
therapy is justifiable. Under the former 
circumstance such therapy should be gentle. 
Primarily, the localization of the gonococcus 
must be determined. The purulent contents 
of glands are expressed to promote drainage. 
Mild astringents and antiseptics, such as 0.5 
per cent protargol should be applied locally. 
Douches should be gentle. Heat in any of 
its forms, such as diathermy and Elliott 
treatments, is indicated. Fever therapy is 
decidedly effective in killing the gonococcus, 
but it is an expensive treatment, the fa- 
cilities are rarely available, and it is as radi- 
cal as a major surgical procedure. The na- 
ture of the treatment depends upon individu- 
al circumstances. The essential factor is 
drainage or eradication of a nidus of infec- 
tion. Cauterization or surgical removal of a 
chronic focus is most satisfactory. Preser- 
vation of tissue, while most desirable, is not 
always practical. 

Sulfathiazole as the drug of choice has 
been of great value in the treatment of acute 
Neisserian infection as well as in flare-ups 
or re-infections. It is not universally suc- 
cessful, however, and local and surgical 
therapy must still be employed in some cases. 
In the chronic stage of the disease, abscess 
formation remains a surgical problem. A 


5. Lewis, Robert M., in Conn, State M. J. 4:662-663 (Nov.) 
1940; cited in 1941 Year Book of Obstetrics and Gynecol- 
ogy, Chicago, Year Book Publishers, p. 438. 

6. Rice, John L.; Cohn, A.; Steer, A.; and Adler, E. L.: 
Recent Investigations on Gonococci¢ Vaginitis, J.A.M.A. 
117:1766-1769 (Nov, 22) 1941. 
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trial of sulfonamide therapy shouid be made, 
but success is unlikely at this stage. 


Abstract of Discussion 


Dr. C. Rule (Winston-Salem): I should like to 
ask Dr. Lounsbury what he thinks of the fixation 
test diagnosis? : 

Dr. James B. Lounsbury: In my limited experi- 
ence and as I understand it from reading, fixation 
tests are efficient in about 80 per cent of individuals 
on whom they are used. False positive tests are 
not very common; false negative tests are very 
common. For that reason we can’t rely on fixation 
tests. We have to consider the clinical picture and 
the evidence given by whatever laboratory procedure 
is employed. Usually, of course, we have only the 
smear available. Occasionally a culture is available. 

Dr. Rule: Do you happen to know if the fixation 
test reverts after cure? 

Dr. Lounsbury: Yes, it does. 

Dr. Rule: How quickly? 

Dr. Lounsbury: Within about three months, I 
believe. 

I’d like to mention a phase of this subject that I 
didn’t discuss in the paper, and that is the treat- 
ment of salpingitis by the sulfonamide drugs. If 
the salpingitis is acute and has not gone on to 
abscess or localization of ar exudate in any portion 
of the tube, sulfanilsmide and. sulfathiazole seem 
to be quite effective in eliminating the toxicity and 
eradicating the infection. Occasionally hydrosalpinx 
occurs after the acute infection is arrested by the 
sulfathiazole, but it is sometimes a little hard to 
differentiate acute salpingitis—truly acute salpin- 
gitis—from hydrosalpinx. 

The effect of the sulfonamide drugs on the hydro- 
salpinx and acute ovarian abscess is practically nil. 
In such cases the abscess must be drained and re- 
moved. I believe it is Dr. Flippin who demonstrated 
thet in a tubo-ovarian abscess there is produced an 
acid which counteracts the sulfonamide drugs. Of 
course, you could not expect the drug to be effective 
in that situation. 





The Applications of Science.—Science is under fire 
for the suffering brought about by its applications, 
especially in the present war. Science is in no vosi- 
tion to disavow its responsibilities in the problems 
of peace ‘and war. As in epidemics of disease due 
to the ignorance of medicine we need not less but 
more medical knowledge. so in seeking a cure for the 
scourge of war we need not less but more science. 
The remedy we trust may ultimately be found by 
that most difficult of all biological sciences—the 
study of motives and human behavior. Science can 
reply to its critics that the applications of science 
are merely tools which men with good or bad mo- 
tives use for their good or evi] ends. The same can 
be said of printing. Even if we admit the respon- 
sibilitv of science for deaths due to its applications 
we will find that its applications have brought about 
even greater savings of life. The legend to a repro- 
duction of the title page of Jenner’s paper on vac- 
eination published in 1798 reads: “The application 
of the facts presented in this paper has probably 
saved more lives than the total of all lives lost in 
war.” The statement is easy to believe. since it has 
been estimated by Haggard that in the 100 vea"s 
yreceding Jenner’s paper, sixtv million people in 
Europe died of smallpox.—Albert Francis Blakes!ee: 
Individuality and Science, Science 95:7 (January 2) 
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A NEW PHYSICAL SIGN IN 
INFARCTION OF THE LUNG 


ROBERT L. MCMILLAN, M. D. 
WINSTON-SALEM 


Infarction of the lung is a complication 
frequently encountered in both medical and 
surgical patients. It is of grave prognostic 
import in medical cases and is frequently a 
cause of death, often sudden, in both med- 
ical and postoperative cases. 

Curtis F. Garvin” reported an analysis of 
771 consecutive autopsies at the Cleveland 
City Hospital on patients in whom the chief 
cause of death was heart disease, and found 
that 45.9 per cent of these patients had in- 
farction of one or more organs and that 
28.7 per cent showed infarctions of the lung. 

Infarction results from obstruction of the 
»lood flow to a portion of the lung and sub- 
sequent hemorrhage into the lung tissue in- 
volved. The commonest causes are embolism 
to or thrombosis of the pulmonary arteries. 
Both of these tonditions are favored by 
chronic passive congestion of the lungs, liver 
and extremities; by thrombophlebitis of the 
veins of the extremities or other portions of 
the caval circulation; by trauma about op- 
erative sites; and by thrombophlebitis about 
an infection, fractured bone, or other trau- 
matized tissue. 

The classic symptoms are: sudden onset 
with pain in the chest, dyspnea, cough, red- 
blood or blood-streaked sputum, cyanosis, 
and often sudden death. The patient is usu- 
ally extremely restless, but is generally alert 
and does not present the toxic appearance of 
the patient with lobar pneumonia. 


The symptoms as well as the clinical find- 
ings are depemlent on two main factors: (a) 
the size of the infarction, and (b) its loca- 
tion. If the infarction is of only moderate 
size, physical examination shows the usual 
findings of consolidation of the lung—name- 
ly, dullness, rales, and bronchial breathing, 
with increased transmission of whispered 
and spoken voice sounds. Often there is a 
friction rub due to pleural reaction. In some 
severe cases there is pleural effusion which 
most often is serosanguineous and contains 
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bile pigments. These latter symptoms occur 
if the infarction is located at the periphery 
of the lung. 

The condition most commonly confused 
with infarction of the lung is lobar pneu- 
monia. Indeed, it is extremely difficult to 
differentiate the two conditions even with 
the aid of the x-ray. This fact has been well 
demonstrated by George R. Krause and 
Edwin M. Chester’, who found in a series 
of 344 patients with infarction of the lung 
who had come to autopsy that the correct 
antemortem diagnosis was made in only 22 
per cent of the cases. In all patients in the 
series the infarction was considered as the 
important cause of death. 

Because of the obvious difficulty in making 
this diagnosis clinically, our interest became 
centered in ascertaining some means of 
greater accuracy in recognizing infarction 
of the lung. Accordingly an effort has been 
made to demonstrate clinically some physical 
signs other than those already described in 
this condition. It was noted that almost in- 
variably, in cases in which the infarction 
was of any appreciable size, these patients 
exhibited the most extreme tenderness on 
very light fist percussion. This has not been 
found true in the few cases of lobar pneu- 
monia which have been available during the 
eighteen months of this clinical study. The 
percussion has been performed by a very 
gentle tapping with the ulnar side of the 
closed fist, so as to produce a very slight jar- 
ring effect. The sign may also be elicited in 
most cases by light direct or immediate per- 
cussion with the finger-tips. 

The response to this physical sign has been 
so dramatic in these people that it led to the 
correct diagnosis in the 14 cases observed". 
It is not presented here as absolutely path- 
ognomonic. Like any physical sign, it must 
be correlated with the other findings before 
an accurate diagnosis of infarction can be 


made. 


2. Krause, G. R. and Chester, E. M.: Infarction of Lung, 
Arch. Int. Med. 67:1144-1156 (June) 1941. 

8. Sinee this report was written 4 more cases of infarction 
of the lung have come under cGiservation, all of which 
presented the physical sign described above. In one of 
these the diagnosis was proven by autopsy. 





Identification Cards for Diabetic Patients. — An 
identification card should be in the pocket of every 
diabetic patient. It is true that with protamine 
zine insulin, reactions are less common than here- 
tofore, but they may occur and the patients must 
not take any chances.—Elliott P. Joslin: Diabetic 
— New England J, Med. 224:589 (April 3) 
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PENTOSURIA 
DAN N. STEWART, M. D. 
HICKORY 


In presenting this brief discussion of pen- 
tosuria, I do not propose to bring any strik- 
ing new facts to your attention. My purpose 
is to recall to your minds this interesting 
condition, to focus your attention on the 
practical value its diagnosis may have, and 
to emphasize one simple test for its detection. 

The term “pentosuria” refers to a 
condition in which there is present in the 
urine a substance that reduces copper and 
gives a reaction that cannot be distinguished 
from that of glucose. This condition is fur- 
ther characterized by a normal fasting blood 
sugar and a normal glucose tolerance test. 
It is apparently an anomaly of metabolism 
and produces no clinical symptoms. It is a 
laboratory diagnosis accomplished by the 
combined examination of the blood and 
urine. It occurs probably only in the Jewish 
race and is a familial disease. 

My interest in this anomaly was stimu- 
lated several years ago by the discovery of 
a case of pentosuria in the children’s ward 
of the Hospital of the University of Pennsyl- 
vania, and later in three other members of 
the patient’s family. These cases have been 
previously reported, and one is repeated here 
only as a text. 

An 8 year old Jewish girl was admitted 
to the service of Dr. J. C. Gittings because 
of enuresis and dysuria. Physical examina- 
tion was negative except for an enlarged 
and thickened bladder sphincter. This was 
considered to be congenital. Noteworthy, 
however, was the fact that practically every 
urine specimen examined reduced Benedict’s 
solution. Fasting blood sugar and several 
glucose tolerance tests were normal. Renal 
glycosuria was ruled out when it was foun:l 
that the urine was not fermented by yeast. 

The lead was then furnished by a simple 
test for pentose in the urine described by 
Lasker and Enklewitz': One cubic centi- 
meter of urine added to 5 cc. of Benedict’s 
solution and left for several hours at room 
temperature gave reduction. 

Further tests by Dr. William Sunderman”? 
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isolated the substance, established its melt- 
ing point, and identified it as levorotatory 
xyloketose, the usual pentose to occur in pen- 
tosuria. 

The simple test described—adding 1 cc. of 
urine to 5 cc. of qualitative Benedict’s solu- 
tion and allowing it to stand for several 
hours at room temperature—establishes the 
diagnosis of pentosuria if the solution is re- 
duced. This diagnosis may be further sub- 
stantiated by tests that are outside the scope 
of this paper. 

Any individual whose urine reduces Bene- 
dict’s solution and whose blood sugar is 
within normal limits should be suspected of 
having either renal glycosuria or pentosuria. 
Diagnosis of the latter condition may be 
made by the test just described. 

The diagnosis of pentosuria is of practical 
importance, because patients presenting this 
anomaly are frequently treated for diabetes 
mellitus. The effect of such treatment on 
their health and mental outlook needs no 
comment. Such treatment would be of con- 
siderable economic importance in regard to 
eligibility for life insurance. Such a mis- 
take need never occur if a blood sugar de- 
termination is always made before a diag- 
nosis of diabetes mellitus is given. 





The Effect of Social Changes Upon the Nature of 
Medical Practice—-The community has been sub- 
jected-to experiences in the ’40s undreamed of in 
1910. Each of us, especially those charged with the 
welfare of many people, assumes daily responsibility 
at a rate which must be two or three times that 
expected of our grandfathers. With offices equipped 
with typewriters, filing systems, telephones; witn 
automobiles and aeroplanes at our disposal, the pace 
of living has forged onward, but the basic qualities 
of our nervous system remain unchanged. To possess 
an automobile many families deprive themselves of 
home comforts and even food that would otherwise 
be available. Home in general is not what it was 
one or two generations ago. The nightly jam at 
movie theatres and other public resorts means rest 
and enjoyment for some people, but for many it 
reflects an unsuccessful escape from the trials and 
burdens of the day. Thrift has gone, social security 
has come; labor, not business, is in the saddle. As 
physicians our opinions about various aspects of this 
social upheaval apparently matter little, but the im- 
pact of social changes upon the nature of medical 
practice is of great concern. We have no figures 
from 1910 to contrast with 1940, but it is the im- 
pression of doctors everywhere that the number of 
nervous, tired-out people has increased greatly with- 
in this period. Fatigue has become an omnipotent 
factor, not to be left out of consideration in nearly 
every patient who consults us.—Arlie V. Bock: Fa- 
tique, Tr. and Studies Coll. Physicians Philadelphia 
10:79 (June) 1942, 
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HOT DOUCHE 


C. A. ANDERSON, M. D. 
BURLINGTON 


The douche is of such universal usage 
that a home is hardly complete without a 
douche bag. Douches are commonly used for 
cleansing purposes or for applying an astrin- 
gent or antiseptic solution to the vaginal 
mucosa. This treatment has no effect upon 
the deeper pelvic infections. The hot douche 
when properly used has a most beneficial 
effect on these deep infections. 

The object of the hot douche is to reduce 
the congestion and thus increase the blood 
flow through the infected tissues. Reduction 
of the congested, swollen condition of the in- 
fected tubes lessens the resistance in the cap- 
illaries, increases the circulation through the 
part, and hastens the healing. 

The sulfonamides are of great importance 
in pelvic infections, especially in the acute 
cases; but the hot douche properly used is 
almost equally effective and in chronic cases 
is possibly superior. 

The hot douche of four or five minutes’ 
duration over the commode, as commonly 
used, is of doubtful value. If one places his 
hand in hot water the capillaries dilate and 
the hand becomes red. There is a congestion, 
the very thing we are trying to relieve; but 
if one keeps his hand in hot water for thirty 
to sixty minutes, the capillaries contract and 
the fingers have a shriveled appearance for 
hours. The hot douche should last forty-five 
to sixty minutes and should be maintained at 
a uniform temperature as hot as the patient 
can comfortably bear it. Some patients with 
acute pelvic inflammation cannot take the 
hot douche for some weeks without an in- 
crease of the pain. In these cases the warm 
douche should be taken for an hour, one or 
two times daily, and the temperature grad- 
ually increased until the water is hot. Usual- 
ly in three to six weeks the patient is greatly 
relieved. 

In a disease which requires daily treat- 


ments of an hour for four to eighteen 


months, instruments for applying dry heat 
to the vaginal vault are not practical. If the 
tubes are sensitive, the insertion of the heat 
unit is more or less painful and may do more 
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damage than the treatment does good. 
Furthermore, the cost of the treatment is 
prohibitive to all but the wealthy. While the 
cost of the douche treatment is practically 
nil, it is probably superior to any dry heat 
treatment. 

Maintaining the high uniform tempera- 
ture of the douche in the past has been diffi- 
cult. The little Hoffman clamp has solved 
that problem. The douche bag is filled with 
warm to boiling water and the tube is 
clamped tight enough for the water to cool to 
the desired temperature in the tube while it 
slowly trickles into the vagina. If there is 
much vaginal discharge an astringent or 
antiseptic can be added to the douche for a 
short time. A tablespoonful of table salt 
added to a half gallon of boiling water makes 
a 1 per cent solution. My patients tell me 
that one half gallon, or one bag full of hot 
water, lasts forty-five to sixty minutes. The 
patients are instructed to start treatment 
with warm water in the bag. When they re- 
turn a week later they usually report that 
they are using boiling water in the bag. 
Occasionally one steps up the temperature 
too rapidly and scalds herself. After the pa- 
tient begins using hot water, relief comes 
quickly. Some feel so well after one or two 
months’ use of the hot douche that they stop 
the treatment, thinking they are cured. 
Usually the pain returns in a few days and 
they decide to continue the treatment. 

Before starting the treatment the patient 
should be fully informed of her condition 
and of the possibilities and probabilities of 
relief and of cure. She should understand 
why the five-minute douche is worthless and 
why she should use the hot douche sixty min- 
utes. Calling her attention to the effects of 
hot water on the hand in five minutes and in 
sixty minutes gives her a mental picture of 
the effects of the douche on the swollen tubes. 
She should be told that it will require many 
months’ daily use of the douche to produce a 
cure, although she may receive relief in a 
few months. After the tubes become quies- 
cent, the cervix can be cauterized if this is 
indicated. 

I have had printed instructions similar to 
those below, and I read and explain these to 
each patient before giving her a copy. I also 
keep on hand Hoffman clamps, which cost 
less than $1.50 per dozen, and give one to 
each patient,.instructing her to keep the tube 
in the center of the clamp. 
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Instructions for the Hot Douche 


Follow Directions Closely 


For the first few days, while learning to control 
the flow, use water as warm as you can bear with- 
out scalding. 

After you learn to control the flow, the tempera- 
ture of the water in the bag may be gradually 
stepped up to boiling and allowed to cool in the tube 
to the desired temperature while it slowly trickles 
into the vagina. 

Close the clamp until the water runs slowly, and 
bend tubing when you wish to stop the flow. 

Should the water in the tubing cool too much, a 
slight release of the clamp will raise the douche 
temperature. 

Don’t use water too hot until you learn to control 
the flow to a slow trickle. Until you have learned 
the technique, you might test the temperature by 
letting the trickle of water fall on your forearm. 

It is heat and not the quantity of water that is 
desired. 

The douche must last for from thirty to forty-five 
minutes. 


You may have to use the warm douche for some 
weeks before you can step the temperature up with- 


out causing pain. If the douche is uncomfortable 
or painful, stop using it until you see your doctor. 

DANGER!—tUse vaginal tube with holes in the 
side. The tube with a hole in the end (rectal tube) 
may cause serious trouble. 

The bag should not be more than 2 to 3 feet 
above your body. 

There are different modes of taking a douche. Use 
the mode you like. 

1. Lie in the bath tub if the bathroom is a com- 
fortable temperature. 

2. Lie in bed with a douche pan—if you can do 
it without spilling water on the bed. 

3. Place a slop jar beside the bed, a chair on each 
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side of it and a box on each chair if necessary to 
raise it to bed level. Place a hard pillow 6 or 8 
inches from the edge of the bed, with a piece of 
oilcloth (not rubber) over the pillow and down into 
the slop jar, the lower end having been rolled and 
fastened with a safety pin, forming a conical spout. 
The douche bag is filled, the patient pulls up her 
gown, sits down, falls back with the pillow well up 
under the small of her back, places her feet on the 
boxes and if the room is cold wraps her limbs. The 
water drops into the oilcloth cone. Warm water 
should be used in the bag until one gets the knack 
of controlling the flow by using the clamp and bend- 
ing the tubing. 
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ANNUAL CONFERENCE OF 
SECRETARIES AND EDITORS 

For many years, with the exception of 
1940, the American Medical Association has 
invited the secretaries and editors “of con- 
stituent state medical associations” for an 
annual two-day conference during the third 
week in November at the A. M. A. head- 
quarters in Chicago. The free exchange of 
ideas at this conference is of tremendous 
value to those in attendance; and it is hoped 
that they may carry home some of the en- 
thusiasm engendered by contact with men 
from all parts of the country who are en- 
gaged in similar tasks. 

Last year’s conference was held just prior 
to that fateful seventh of December when the 
treachery of the Japs hurled our country 
into war. Even then much of the program 
was devoted to military medicine. This year 
it was inevitable that the impact of the war 
upon medical practice should be discussed 
from various angles. 

The opening address, by North Carolina’s 
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own Fred Rankin— now General Rankin, 
President of the American Medical Associa- 
tion — dealt chiefly with the effect of the 
war upon medical meetings and upon medical 
education. General Rankin considered it 
wise to abandon such large national gather- 
ings as those of the American Medical As- 
sociation and the Colleges of Physicians and 
Surgeons, but advocated instead “multiple 
small meetings’, such as the state and dis- 
trict meetings, and small postgraduate as- 
semblies. He repeated emphatically that it 
would be a grave error to abandon all med- 
ical meetings, but suggested the “‘consolida- 
tion and curtailment” of meetings so far as 
possible. 

He gave assurance that medical education 
would not be interrupted, but rather speeded 
up, because of the war. Even the boys of 
18 and 19 who are doing satisfactory work 
as bona fide premedical students will be al- 
lowed to continue their course undisturbed; 
although he and other speakers hinted that 
some military training may be interjected 
between high school and college. 

Surgeon General Ross McIntire of the 
Navy made a fine impression upon his 
audience. One of the most inspiring bits of 
information of the whole conference was his 
revelation that the mortality from the first 
thousand casualties of the Solomon Islands 
was less than 1 per cent. He attributed this 
low figure largely to the free use of the sul- 
fonamides and of blood plasma, and to the 
facility with which the wounded could be 
flown to base hospitals. 

General McIntire expressed the hope that 
specialization would not be overdone after 
the war, and said that for medical practice 
to come under-government control ‘‘would 
be disastrous.” He said that he was not pes- 
simistic, but that it was only being realistic 
to recognize that money would be scarce 
after the war and that the costs of medical 
care must be kept down. Another “knotty 
problem” to be met after the war is the 
proper distribution of doctors. 


Among other speakers along similar lines © 


were James E. Paullin; Thomas Parran, 
Surgeon General of the U. S. Public Health 
Service; L. G. Rowntree, Chief of the Medi- 
cal Division of the Selective Service System; 
Creighton Barker, Secretary of the Connecti- 
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cut State Medical Society; and Walter F. 
Donaldson, Chairman of the War Participa- 
tion Committee of the A. M. A. 

Friday evening, November 20, was de- 
voted to the annual dinner meeting of Edi- 
tors of State Medical Journals. This was 
held at the Palmer House and was presided 
over by Dr. Stanley B. Weld, Editor of the 
Connecticut State Medical Journal. After an 
appetizer in the form of a brief address by 
Dr. Weld the real piece de resistance of the 
occasion came in Dr. Julian Price’s paper on 
“Improving the Methods of Transmitting 
Information to Physicians.” Dr. Price, who 
serves in the dual capacity of secretary of 
the South Carolina Medical Association and 
editor of its Jowrnal, gave a critical analysis 
of the various state medical journals of the 
country. His criticism was fearless but not 
carping, and most of those who heard him 
doubtless profited by his appeal to make state 
journals more interesting to the average 
reader. 

The problem of medical service plans is 
being attacked with increasing vigor in many 
localities. The entire Saturday morning ses- 
sion was devoted to a discussion of a paper 
on the Medical Service Plan of Massachu- 
setts, another on Medical Service Plans of 
the Farm Security Administration, and a 
third on Recent Developments in Industrial 
Health Activities. Dr. James McCann, Pres- 
ident of the Massachusetts Medical Service 
Plan, gave a detailed account of that state’s 
experience. His paper was discussed by 
representatives from California, Michigan, 
Pennsylvania and New Jersey. It is interest- 
ing to note that the New Jersey plan is 
almost exactly like the North Carolina plan. 
In each state there is no income limit to the 
registrant, and professional service is com- 
bined with hospital insurance in the same 
contract. | 

It would be a fine thing if all the members 
of the American Medical Association could 
visit the headquarters of this organization, 
and see for themselves how seriously and how 
conscientiously its official family try to serve 
the interests of the great organization. Such 
a visit would inspire confidence in their sin- 
cerity as no amount of second hand infor- 
mation can do, . 
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CIVILIAN MEDICAL CARE 

The question of adequate medical care for 
the civilian population as well as for the 
armed forces was discussed by a number of 
the speakers at the Annual Conference of 
Secretaries and Editors. It has been gener- 
ally accepted that the ratio of doctors to 
civilian population should not fall below 1: 
1500. Dr. Lahey and others stressed the 
urgent need for doctors in certain areas 
Where defense projects have resulted in a 
mushroom growth of the population. Part 
of the duty of the Procurement and Assign- 
ment Service is to assist in providing medical 
men for such areas. Already two hundred 
and eighteen physicians have been “dislo- 
cated” (“relocated’” would seem a _ better 
term) in one hundred and forty-two com- 
munities in twenty-nine states. One problem 
in such relocations is that of securing a 
license for a doctor moving from one state 
to another. Dr. Paullin—President-Elect of 
the American Medical Association — advo- 
cated “the abrogation of states’ rights for 
the duration of the war” and the granting 
of temporary licenses to doctors who are 
disqualified for military service by age or 
some physical reason, yet who are willing to 
serve their country by going from an area 
well supplied with doctors to one less fortu- 
nate. This is a question to be seriously con- 
sidered. Certainly we do not want in North 
Carolina an influx of refugee physicians such 
as are creating a great problem in some other 
states; yet we may need help in some of the 
thirty-eight counties with limited medical 
personnel listed by Mr. Pickens, of the Duke 
Foundation, in the October issue of the 
NORTH CAROLINA MEDICAL JOURNAL. 

Some of the speakers admitted that the 
ratio of 6-7 physicians per 1000 men set by 
the army and navy is too high. Dr. Parran 
stated that the British army had between 3 
and 4 doctors per 1000 soldiers, and added: 
“T am confident that the armed forces will 
reduce their demands for medical men for 
the sake of the civilian population.” 
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IS THE NATIONAL PHYSICIANS’ _ 
COMMITTEE WORTH WHILE? 

The semi-annual meeting of the trustees 
of the National Physicians’ Committee was 
held in Chicago on November 18. The meet- 
ing was well attended, and the report of the 
accomplishments of the Committee was en- 
couraging—indeed, inspiring. 

Of chief interest was the nation-wide can- 
vass of candidates for Congress. Reports 
tabulated from every state showed that of 
883 candidates, 872 had been interviewed by 
doctors. More than 300 of the 435 members 
of the House of Representatives have pledged 
themselves to vote for legislation favorable 
to the medical profession and against legis- 
lation hostile to its interests. While the 
National Physicians’ Committee is absolutely 
non-partisan, it is gratifying that apparently 
—jndeed, obviously—it has considerable in- 
fluence when it methodically undertakes to 
accomplish a worthy objective. It is of in- 
terest to note that Mr. Eliot, of Massa- 
chusetts, who at the request of the A. F. of 
L. introduced the bill to provide compulsory 
hospital insurance for the workers of Ameri- 
ca, was defeated for re-election. 

Other activities of the National Physi- 
cians’ Committee have been the nation-wide 
distribution of editorial matter giving the 
public the viewpoint of organized medicine, 
and a number of radio broadcasts. The most 
notable of these broadcasts were Mr. John 
M. Pratt’s clear-cut exposition of the position 
of the medical profession in the world con- 
flict, and the American Forum of the Air de- 
bate, “Is Compulsory Health Insurance in 
the Public Interest?’, in which Drs. Cary 
and Fishbein represented the negative 
against Drs. Boas and Atkinson. 

Those who have given their financial and 
moral support to the National Physicians’ 
Committee have tangible evidence that their 
support has not been in vain. The pity is 
that so small a proportion of our profession, 
apparently, appreciate the value of this or- 
ganization, which was created in response to 
the oft-repeated demand that organized med- 
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icine should do something to combat the sys- 
tematic campaign to force upon this country 
the system of political medicine that origi- 
nated in Russia and Germany. 

From time to time statements to the med- 
ical profession are issued from the head- 
quarters of the National Physicians’ Com- 
mittee. It is to be feared that most of these 
are not read by the average doctor. Not a 
single doctor in North Carolina—or in the 
United States—should fail to read the special 
bulletin based upon the recent congressional 
elections. It should convince the most skep- 
tical that the National Physicians’ Com- 
mittee has amply justified its existence. 

* ok * * 
NORTH CAROLINA’S QUOTA 
EXCEEDED 

At the Annual Conference of Secretaries 
and Editors, Dr. Frank Lahey, Chairman of 
the Central Board of Procurement and As- 
signment, announced the proportion of doc- 
tors in service on October 31 from each 
state, as compared with the quota assigned 
for 1942. The figures given by him are to 
be found in this issue in the Department of 
Military Medicine (p. 658). It is gratifying 
that North Carolina has sent 163 per cent 
of her quota. Only six other states have 
given a larger percentage. This means that 
when and if (and there seems little need for 
the “‘if”) additional doctors are needed for 
the armed forces, North Carolina and the 
other states that have exceeded their quotas 
will be given credit for this excess, while 
the states that have not supplied their al- 
lotted number will be expected to make up 
the deficit. 

Dr. Lahey rather jestingly said that the 
charge had been made that the doctors of 
the Southern states could make more money 
in the army than in practice; but he dis- 
missed this as slander. Certainly this charge 
could not be made of the great majority of 
volunteers from North Carolina. It is be- 
coming more evident that to win this war 
will take the united efforts of the whole 
country. We of the Tar Heel State can take 
just pride in the contribution our profession 
has made. 
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CASE REPORTS 


CLINICO-PATHOLOGICAL 
CONFERENCE 


DUKE HOSPITAL 


Dr. FREDERIC HANES 
and 
Dr. DOUGLAS H. SPRUNT 


Dr. HANES: The story is that of a 15 year 
old white schoolgirl, who came complaining 
of swelling of the abdomen and legs of three 
weeks’ duration. 

There was nothing in her family history 
of importance, and in her past history the 
only relevant detail was that of a “‘question- 
able Ludwig’s angina” in 1940, which was 
incised and drained. 

She was apparently quite well until her 
ankles and abdomen began to swell, some 
three weeks before admission. Since then 
she had felt somewhat weak and listless. 
There had been no indigestion, nausea or 
vomiting and no jaundice. The menses had 
begun one year ago and had been quite ir- 
regular; the last period was two months be- 
fore admission. Some two weeks before ad- 
mission she noticed the development of 
purplish striae on both breasts. 

The physical examination merely served 
to confirm the patient’s complaints; the legs 
and feet showed a one plus, pitting edema, 
and the abdomen was swollen with fluid. The 
rest of the examination was negative, the 
temperature, pulse and respirations being 
normal and the blood pressure 110 systolic, 
70 diastolic. The liver and spleen were not 
felt. 

The accessory clinical findings were of 
great interest, and the positive ones were 
these: (1) The blood showed a macrocytic 
hyperchromic anemia, with 3,400,000 red 
blood cells and a hemoglobin of 77 per cent; 
the hematocrit was 36 volume per cent, the 
mean corpuscular volume 106 cubic microns, 
and the color index 1.13. There were 4,500 
white blood cells, with a normal differential 
count. (2) Chemical examination of the 
blood revealed the nonprotein nitrogen to be 
26 mg. per 100 cc.; the van den Bergh re- 
action direct; bilirubin 2.2 mg. per 100 cc.; 
proteins 4.8 Gm. per 100 cc., the albumin 
being only 1.8 and the globulin 3 Gm. per 
100 cc, (3) The galactose tolerance test of 
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liver function showed 3.5 Gm. excreted in 
five hours, and the bromsulfalein test showed 
a retention of 18 per cent. (4) Fourteen 
hundred cubic centimeters of fluid were re- 
moved by paracentesis. This was hazy and 
yellow in color, with a specific gravity of 
1.010; there were 45 cells per cubic milli- 
meter. The liver and spleen were not felt 
after paracentesis, although a flat x-ray plate 
revealed the spleen to be moderately en- 
larged. 

Course in hospital. A high carbohydrate, 
low fat diet, with restriction of salts and 
fluids, was given, and at the end of her two 
weeks’ stay a second paracentesis was done. 
She was advised to return for a splenectomy 
if her condition did not improve, and ten 
days after discharge she was readmitted. 


The attending and ward physicians ex- 
plained the very serious outlook to the girl’s 
parents and offered splenectomy as a last 
and none too hopeful resort. With a full 
understanding of the dangers attending a 
splenectomy, the parents consented to the 
operation, which was advised purely to lessen 
the volume of blood in the portal circulation. 

The patient was prepared for operation 
by three transfusions of undiluted plasma. 
On the fourth postoperative day the patient 
became very dyspneic, vomited large 
amounts of ‘“coffee-ground” material, and 
expired. 


Discussion 


Dr. HANES: Such are the facts furnished 
us and they point with great clearness to 
some form of hepatitis. The history is de- 
void of etiological data, unless one attaches 
significance to the infection designated 
“questionable Ludwig’s angina” in 1940. 
Perhaps one should do this, since it seems 
to be the only pertinent fact in the past his- 
tory. 

The only diagnosis which adequately cov- 
ers the clinical picture is cirrhosis of the 
liver, and this diagnosis was registered ante- 
mortem. There seems no reason to doubt 
that death was caused by a chronic, progres- 
sive fibrosis of the liver of the type called 
Laennec’s cirrhosis, or portal cirrhosis. This 
disease is uncommon in the young, although 
far from being rare. Dr. George Harrell! and 
Dr. Angus McBryde" have reported twenty 
instances of cirrhosis of the liver in chil- 


1. Harrell, George T. and McBryde, Angus: Cirrhosis of the 
ior in Children, Am, J. Dis, Child, 59:1801-1827 (June) 
1940, 
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dren which they had studied personally, the 
patients ranging in age from a few months 
to 15 years. In the present instance none of 
the etiological factors enumerated by Harrell 
and McBryde can be evoked to explain the 
cirrhosis; obstruction to bile flow, infection, 
or intoxication by alcohol or the heavy 
metals cannot be proven. 

I question the wisdom of the splenectomy 
as a therapeutic measure in this patient, al- 
though I realize the conditions under which 
it was advised. ‘‘Desperate diseases require 
desperate remedies,” but the indications for 
splenectomy should be adhered to very 
rigidly, else a useful therapeutic measure 
will come into undeserved ill-repute. With- 
out entering into the question of the func- 
tions of the spleen, upon which there is far 
from general agreement, we may say that 
splenectomy has proven useful, even cura- 
tive, in the following conditions and in no 
other: 

(1) Congenital hemolytic jaundice (sphe- 
rocytosis). In the congenital form of this 
malady splenectomy is usually brilliantly 
successful, but it is not so successful in the 
acquired form. 

(2) Thrombopenic purpura. In properly 
selected cases splenectomy usually cures the 
condition of thrombopenia, and the purpura 
ceases. 

(3) In the early phase of the syndrome 
produced by obstruction to the splenic vein 
—so-called Banti’s disease or splenic anemia 
—, ligation of the splenic vein, or splenec- 
tomy, sometimes stops the gastric or esopha- 
geal hemorrhages which characterize the 
syndrome. 

(4) In the rare lipoidosis, or reticulo- 
endotheliosis of childhood called Gaucher’s 
disease, splenectomy has been reported to be 
of service. 

A curious observation in this patient was 
striae on the breasts and buttocks, similar to 
the striae of pregnancy, or to those seen in 
Cushing’s syndrome. Harrell and McBryde 
record a similar condition in one of their 
patients, a girl of 16, and I have recently 
seen such atrophic striae on the back and 
elbows of a colored boy of 15, suffering from 
rheumatic fever. I have no explanation of 
this phenomenon. 


Dr. Hanes’s Diagnosis 


Laennec’s cirrhosis of the liver. 
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Anatomical Report 


DR. SPRUNT: The body, that of a 15 year 
old girl, was very well nourished and fully 
developed for her age. The liver weighed 
1000 Gm., which was several hundred grams 
less than one would expect. It was yellow 
and the surface was quite nodular; some of 
the nodules were jaundiced. Microscopic 
study showed the typical liver of Laennec’s 
cirrhosis. There was rather extensive peri- 
portal fibrosis and irregular nodules of re- 
generating hepatic cells. Many of the liver 
cells contained fat. 

The spleen weighed 450 Gm., which is well 
over twice its normal size. Microscopic study 
of the spleen showed marked congestion and 
considerable fibrosis. The vessels around the 
junction of the esophagus and stomach were 
greatly dilated, but none was found rup- 
tured. Around this region a considerable 
amount of old blood was found. It is thought 
that a varix was ruptured. These are very 
difficult to find at autopsy. The duodenum 
was bile stained. All the organs in the body 
showed some jaundice. 

The lungs showed no focal areas of lobu- 
lar pneumonia grossly, but microscopic study 
revealed a diffuse mononuclear pneumonia, 
with many of the macrophages containing 
lipoid material. It is thought that this re- 
action represented a postoperative aspiration 
of lipoidal materials. 


Anatomical Discussion 


Dr. SPRUNT: The case anatomically rep- 
resents a typical case of Laennec’s cirrhosis 
with obstruction of return of blood through 
the portal vein and resultant enlargement of 
the spleen, ascites and edema. The jaundice 
was also the result of partial obstruction of 
the biliary system due to the fibrosis and to 
swelling of the hepatic cells. This obstruction 
was incomplete, as was evidenced by the bile 
in the duodenum. 

Although this case kas the morphological 
characteristics of Laennec’s cirrhosis, which 
current opinion®) attributes to dietary defi- 
ciency, we do not believe that diet played 
any great part in its production, since the 
body was so well nourished and well devel- 
oped. We are in agreement with Dr. Hanes 
that the Ludwig’s angina possibly played a 
part in its production. 


2, Dietary Hepatic Cirrhosis, Editorial, J. A.M. A, 120:624 
(Oct, 24) 1042. 
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Anatomical Diagnosis 


Cirrhosis (Laennec’s) of the liver 

Enlarged and fibrotic spleen, peripheral 
edema 

Diffuse mononuclear pneumonia (aspira- 
tion) 





CLINICO-PATHOLOGICAL 
CONFERENCE 


CITY MEMORIAL HOSPITAL 
WINSTON-SALEM 


Presentation of Case 


J.B. McA., a 45 year old negro man, was 
admitted to the Kate Bitting Reynolds Hos- 
pital on November 2, 1941, with the chief 
complaint of pain in the left side. His pres- 
ent illness began two years ago with a grad- 
ual onset of lower back pain. He had occa- 
sional attacks of anorexia with nausea and 
vomiting. There had also been a gradual de- 
velopment of partial paralysis on the left 
side, with numbness and tingling in his legs. 
He had noted increased headaches, insomnia 
and nervousness. In the four days prior to 
admission the back pain became increasingly 
severe. Marked mental confusion was pres- 
ent, on admission. 

The family history elicited only “kidney 
trouble” in an uncle. The past history re- 
vealed treatment for gonorrhea and syphilis 
some years previously, and an “operation” 
for buboes. He indulged in excessive smok- 
ing and drinking. The systemic review gave 
no symptoms referable to cardiac insuffi- 
ciency or pulmonary disease. The patient 
suffered from constipation and some nocturia 
(twice nightly). 

The physical examination on admission re- 
vealed a poorly nourished man appearing 
chronically ill. The temperature was 98.4 F., 
the pulse 88, and the respirations 24. There 
wa” poor oral hygiene and almost complete 
adentia. The turbinates were inflamed and 
there was a purulent exudate and postnasal 
drip. The scleras were muddy and there was 
an arcus senilis. The skin was dry and 
slightly scaly over the extremities. Examin- 
ation of the chest showed wasting of sub- 
cutaneous tissues, more marked on the left. 
The lungs were clear. The heart was not en- 
larged to percussion but there was a to and 
fro murmur audible over the whole pre- 
cordium, loudest at the apex. Rhythm and 
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rate were normal. The blood pressure was 
160 systolic, 120 diastolic in the right arm 
and 180 systolic, 120 diastolic in the left 
arm. The abdomen was doughy and diffusely 
tender, but no masses or organs were pal- 
pable. The extremities showed a _ partial 
spastic paralysis with depression of tendon 
reflexes and a suggestive Babinski reaction 
on the left. There was some impairment of 
sensation. Rectal examination showed an en- 
larged, somewhat hard prostate. 

The laboratory work on admission showed 
5,450,000 red blood cells with a hemoglobin 
of 12 Gm. The white cell count was 10,850 
with 87 per cent granulocytes. The blood 
nonprotein nitrogen was 120 mg. per 100 cc., 
the creatinine 5.4 mg. per 100 cc., and the 
sugar 133 mg. per 100 cc. Two Kline tests, 
given four days apart, were negative. The 
urine was cloudy, greenish brown, and neu- 
tral, with a specific gravity of 1.020. There 
was a 2 plus reaction for albumin, no sugar, 
and no formed elements. The nonprotein ni- 
trogen continued to rise, reaching a level of 
300 mg. per 100 cc. just before death. At 
this time the carbon dioxide combining 
power was 56 mg. per 100 ce. 

An x-ray of the chest showed normal lungs 
and diaphragm. The heart was slightly en- 
larged to the left. The aorta was dilated, 
and an aneurysm was found in the ascending 
portion. Therapy consisted of nicotinic acid, 
brewers’ yeast and hydrochloric acid. The 
patient was given isotonic subcutaneous 
fluids and intravenous hypertonic glucose. 
Diuretin and potassium acetate were also 
used. 

The patient’s course in the hospital was 
progressively downhill, and he died five days 
after admission. He had urinary inconti- 
nence, and excreted increasingly small 
amounts of urine. He was somewhat euphoric 
and disoriented. There was a transient attack 
of hiccoughs. 


Discussion 


Dr. E. B. Brooks: I believe that this man 
probably had a chronic nephritis or nephro- 
sis and that he was in an advanced stage of 
uremia on admission. The high nonprotein 
nitrogen and small amount of concentrated 
urine fit this diagnosis of uremic coma. He 
certainly had hypertensive cardiovascular 
disease and possibly had had a cerebral 
thrombosis, all secondary to chronic nephri- 
tis. The history of syphilis fits in with the 
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observed aneurysm. The pains in the lower 
back were likely due to this aneurysm (luetic 
or dissecting). The murmur over the pre- 
cordium was also probably due to the aneu- 
rysm or to aortic valvular disease, mitral 
stenosis, or vegetations on the valves. 


Clinical Diagnosis 


Carcinoma of the prostate with extension 
to ureters, obstruction of ureters and 
uremia. 

Aortic aneurysm. 


Dr. Brooks’s Diagnosis 


Chronic nephritis or nephrosis, with 
uremia. 

Hypertensive heart disease. 

Aortic aneurysm. 


Anatomical Diagnosis 


Hemorrhage into psoas muscle with ex- 
tension into retroperitoneal tissues. 

Benign enlargement of prostate. 

Cardiac hypertrophy. 

Arteriosclerosis of aorta. 

Congestion of lungs. 

Aortic aneurysm. 

Acute prostatitis. 

Mild chronic interstitial nephritis. 


Pathological Discussion 


Dr. T. T. Frost: The first thing I saw on 
opening the abdomen was a large retroperi- 
toneal hemorrhage, more extensive on the 
left than on the right. There was no abscess 
anywhere and no injury to the vessels. Sev- 
eral cavities in the psoas muscle were filled 
with blood that oozed out into the peritoneal 
cavity. There was an aneurysm due to severe 
atheromatous change in the aorta. It was 
not a syphilitic aneurysm, but one secondary 
to medionecrosis. There was marked dilata- 
tion of the whole aorta. There was no valvu- 
lar lesion, but a dilated aortic valve. 

Grossly the prostate was enlarged and 
firm, and on section showed merely a diffuse 
fibrous enlargement. The bladder was not 
particularly thick-walled. There was a little 
injection of the trigon. The kidneys were 
normal in size. The lungs did not show any 
striking changes. I did not open the head, 
so I do not know what the brain showed. 

Microscopically the surface of the kidneys 
was a little irregular. Microscopic examina- 
tion of a section of the kidneys showed di- 
lated tubules and glomeruli. In addition there 
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were cellular solid areas which, under high 
power, proved to be areas of inflammation. 
There was sclerosis of the small arterioles 
which was not very severe, and very little 
chronic kidney damage. The glomeruli were 
fairly free of thickening. There was disten- 
tion of the glomeruli and some interstitial 
inflammatory reaction. The small arterioles 
showed a considerable degree of thickening. 
The patient had very mild arteriolar disease. 


Microscopically the prostate showed an 
acute inflammatory reaction with destruction 
of numerous small areas. There was a pro- 
static abscess. Sections from the psoas 
muscle along the hemorrhage showed noth- 
ing but blood clot. Some of the vessels 
showed severe hyalinization and necrosis of 
the wall. The hemorrhage was caused by 
uremia. There was some thickening of the 
vessels and very marked degenerative 
changes of the wall. The wall had lost com- 
pletely its normal structures. 





MEDICOLEGAL ABSTRACT 


J. F. Owen, M.D., LL. B. 
Raleigh 


Evidence: Opinion testimony of experts is 
admissable only in cases of necessity, such 
as where facts in issue require some explan- 
ation, or some deduction therefrom by per- 
sons who have scientific knowledge or ex- 
perience. 


This is a case in which an infant, through her next 
friend, entered suit to recover damages for a per- 
sonal injury alleged to have been caused by the 
negligence of the defendants in the operation of an 
automobile. The evidence tended to show that on 
July 18, 1941, the plaintiff, a child of 8 years, was 
riding in an automobile driven by her father; that 
the automobile in which she was riding was struck 
by another automobile proceeding in the opposite 
direction, this car being driven by the defendants 
at a high rate of speed; that in attempting to nego- 
tiate a sharp curve, the automobile operated by the 
defendants swerved and struck the car in which the 
plaintiff was riding; and that as a result the plaint- 
iff fell from the seat to the floor of the automobile. 
It was further made to appear that previously—on 
July 5, 1941— the child had accidentally broken her 
left arm above the elbow, and that at the time of 
the collision the fractured bone had been set, and 
was then held in position by a plaster cast. It was 
contended by the plaintiff that as a consequence of 
the fal) in the automobile, due to the collision, the 


cast was broken; that it was subsequently discovered. 


that the fractured ends of the bone in the plaintiff’s 
erm had separated; and that an operation was neces- 
sarv, and a permanent injury resulted. 

The defendants’ evidence tended to show the ab- 


sence of negligence on their part. and it was further 


contended that the plaintiff’s evidence failed to show 
that the separation of the ends of the fractured bone 
in the plaintiff’s arm was caused by the collision, 
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and that upon failure of proof of this fact, the 
plaintiff could not maintain her case. 

The defendants’ motion for judgment of nonsuit 
was denied. Issues were submitted to the jury, and 
a verdict was rendered for the plaintiff, establishing 
negligence and awarding substantial damages. From 
a judgment on the verdict thus rendered, the de- 
fendants appealed. 

When this case came on to be considered by the 
Supreme Court, it was the opinion of the court that 
there was error in allowing certain evidence given 
by a doctor for the plaintiff. In answer to a question 
as to what caused the dislocation of the bones, the 
physician replied as follows: “I know the accident 
did it, or whatever occurred.” It was the court’s 
opinion that allowing this type of testimony to be 
considered by the jury was taking the question out 
of their hands, and attempting to decide something 
for the jury which it was their duty to decide for 
themselves. The court also stated that “while it 
has been frequently held that expert testimony 
should be excluded when it invades the provinee of 
the court or jury, or when it expresses an opinion 
on the very issues of fact before the jury. this rule 
is not inflexible, and is subject to exceptions—for 
example, the ovinion of the physician as to the cause 
of death, sanity, prognosis of disease or injury, and 
as to the ultimate facts in regard to science, art, or 
skill.” In this particular instanve. the court ruled 
that the physician could have given the probable 
causes, or given an opinion that the accident could 
have caused the dislocation of the bones, but it was 
held to be improper for the evidence to go in with 
a definite statement that the accident itself caused 
the separation of the bones. This was a question 
for the jury to decide, and as a consequence, the 
court ordered a new trial. 

This case illustrates the limitations of exvert 
ovinion testimony. It is allowed only in explanation 
of some fact in issue before the jury. It might be 
wise at this time to call attention to another tyne 
of testimony, called expert testimony of fact, which 
has a greater latitude, and includes actual knowledve 
of some specialized type of endeavor. (Vol. 222, 
page 1. Decision rendered Fall Term, 1942.) 





Ciba Awarded Minute Man Flag 


In recognition of more than 95 per cent partici- 
nation in the federal payroll savings plan, a Minute 
Man flag has been presented to the Ciba Pharma- 
ceutical Company of Summit, N. J.. bv the United 
States Treasury Department War Savines Staff. 

The presentation was made bv W. H. Hassinger, 
Depvuty Administrator of the War Savings Staff, 
and a speech of acceptance was delivered bv J. J. 
Brodbeck, Executive Vice-President and General 
Manager of Ciba. 





Exigency of War 


Oleum Percomorphum 50% is now known as 
Oleum Percomorphum 50% With Viosterol. The 
potency remains the same—namelv, 60.000 vitamin 
A units and 8,500 vitamin D units ver gram. It 
consists of the liver oils of percomornvh fishes. vios- 
terol, and fish liver oils, a source of vitamins A and 
D in which not less than 50% of the vitamin con- 
tent is derived from the liver oils of percomorph 
fishes (principally Xiphias gladius. Pneumatophorus 
diego, Thunnus thynnus, Stereolepis gigas. and 
closely allied species)—Mead Johnson & Co., Evans- 
ville, Ind. 
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MOULITT ARY MEDICINE 


NORTH CAROLINA PuYsICIANé COMMISSIONED 
IN THE ARMED FORCES 
(As of November 1, 1942) 

The following is a list of North Carolina phy- 
sicians serving in the armed forces of the country, 
compiled from the records in the State Office of 
Procurement and Assignment and in the office of the 
Secretary of the State Society. Physicians marked 
with an asterisk are members of the Medical Society 
of the State of North Carolina; (A) indicates that 
they are serving with the army, (N) that they are 
with the navy. 


Name Address County 
8, an -Roxboro Person 
* Anderson, E. C. (A)...--Wilmington ....New Hanover 
*Anderson, J. B..........--. Asheville ..............Buncombe 
* Andes, T. E. (A)........-- ..Leaksville Rockingham 
°Avete, EE. D. (A).......... Greensboro Guilford 
*Armentrout, C. H. (N)--Asheville ...Buncombe 
*Armistead, D. B. (A).--Greenville : ..-P itt 
*Arnold, R. A. (A)........ ..Durham Durham 
* Aycock, Be. 1 A)..:... Greenville ......... eee 
*Bacon, H. L. (A).......... Bryson City ..... .... Swain 
Ballard, T. F. (A)........ Charlotte Mecklenburg 
Bandy, W.H. (A)...... Lincolnton ...............Lincoln 
Barber, J. F. (N)........ ..Asheville -Buncombe 
*Barefoot. W. F. (A)....-Wilmington ...New Hanover 

Barnes, B.C. (A)....... Greensboro ..Guilford 
*Barnes, H. E., Jr., (A)--Hickory ... Catawba 
Barringer, Archie (N).- Mount Pleasant Cabarrus 


Beaufort 


*Baxley, R. D. (A)........ ..Washington . 
Forsyth 


*Benbow, E. V. (A)......- Winston-Salem 


*Benbow, J.T. (A).....--Winston-Salem ........Forsyth 
*Bender, J. (A).......-.---- “Red Springs Robeson 
Bennett, Van B. (A)... --Burnsville .................. Yancey 
*Benson, N. O. (A)........ ..Lumberton Robeson 
*Benton, G.R., Jr........ Goldsboro Wayne 
*Benton, W. J. .............--Greensboro ..............Guilford 
PID MEG IIIS cacincscotsees .Durham Durham 
*Biggs, J.I. (A)..........-- Lumberton ................ Robeson 
Bittinger, C. L. (A)...--Mooresville -..............Iredell 
*Ritek, P. A. i. -..........: Wilmington ...New Hanove~ 
ee, 3.8, CA)........... Gastonia ....................Gaston 
a ..Forest City Rutherford 
*Blumberg, A. .............--Asheville Buncombe 
*Bolus, M. (A)...........--- SSID waseinvessdepesciacprcoten WO 
*Boney, Saf 5 ae Kinston ......... ...... Lenoir 


*Bostic, W.C..Jr. (A)--Forest City ....... Ruther ford 


*Bradford. G. E. (N)...--Winston-Salem ........Forsyth 
*Bradley, H. J. ............. Brevard ............ Transylvania 
Breeden, W. H. (A)....-Fayetteville .....Cumberland 
*Brewton, W.A. ......---. INE Tis ckacvoceivdbe woken Buncombe 
*Bridges, D.T. (A).....--Lattimore ............. Cleveland 
*Briggs. H.H., Jr. (A)--Asheville -......... ..Buncombe 
.  < -\ Seeman Charlotte ..........Mecklenburg 
*Brooks, E. B. (A) ...... Winston-Salem ........Forsyth 
*Brookshire. H.G.. Jr...-Asheville  ...... ...Buncombe 
*Brown, C. E. (N)....... .Chapel Hill ......... ...Orange 
*Brown, J.S., Jr.........-. Hendersonville Henderson 
Rrown, J. W. (A).........-Gatesville .....Gates 
a Oo ...Southport ......New Hanover 
*Brown. W. M. B. (A). Greenville Pitt 


Brownlee, R. E. 


*Brunson. E. P. (A). Albemarle ... Stanly 
*Bumgarner, J. (Re- 
ported lost in action ; 
ean ae North Wilkesboro ....Wilkes 
*Bunch, C. (N) .........-.. Charlotte .......... Mecklenburg 
i se * Smithfield -................ Johnston 
*Bunn, R. W. (A).......... Winston-Salem. ........ Forsyth 





*Burwell, J.C. 
*Byerly, J. H. 
Byrd, A. L. (A) 


*Cannon, E. G. 


*Carrington, S. M. 


*Chiles, G. G. 


*Cloninger, K. L. 
*Cogdell, D. M. .. 


Cor pening, ‘- E. (A)... 
*Corwin, W.C. (A)... 
*Cox, A. MeN. (A) 


*Cranz, O. W. 
*Craven, ”. ie (A) 


* Creech, L. U. 


* ion ALR. (A) 
Deaton, P. M. 


*Deyton, J. W. -.. 
Dorsett, F. I. : 
*Dougherty, J. H. (A)... 


*Bekbert, W. F. 
* Edmondson, 
*Elfmon, S. L. Sa 
*Elliott, bq oe (A) 
*Faison, T.G. 
. (A). rar 


6 acne wk Aly J. di aa 


*Felton, R. L., Jr. (A). 
' oo neeeeeeenneees -Henderson 
*Fields, J. A. .......-..-..----. Raleigh 
Fisher, E. W. (A) 
*Fleming, L. E. (A) 


NORTH CAROLINA 


Address County 
| eee Buncombe 
A)..Greensboro  .............. Guilford 
TIE ociecincesce te ne Lee 
Leaksville ........ Rockingham 
me eee Mecklenburg 
TE is se ee Cabarrus 
...Hope Mills -...... Cumberland 
— na Randolph 
ee eee. Alamance 
SR Iredell 
= eevee Granville 
MEOGIOOM. ....:....5.i3 Rockingham 
|, | ee eee Durham 
Sena Carteret 
Morganton ................... Burke 
Asheville .............. Buncombe 
...Elizabeth City....Pasquotank 
I iniiecnsvinccnichistortoane Lee 
Swannanoa .......... ...Buncombe 
S| Ce, Catawba 
.....Fayetteville ...... Cumberland 
..Lumberton .............. Robeson 
Black Mountain....Buncombe 
...Charlotte .......... Mecklenburg 
Granite Falls ........ Caldwell 
Greensboro .............. Guilford 
-Madison. ............ Rockingham 
NNER | cenichctcnendagion ae Sampson 
Reidsville .-......... Rockingham 
es ee RAS Durham 
(IID snconidcnncitousnconsle Lenoir 
..Lexington  .............. Davidson 
Concord  .................. Cabarrus 
...Huntersville ....Mecklenburg 
cng Is 36 i ee Cabarrus 
—S ll UM Guilford 
APE. scsdsecrcinncacel Durham 
Elizabethtown .......... Bladen 
CREE Robeson 
Asheville. .....,.....2 Buncombe 
-..Fayetteville ...... Cumberland 
Sean aaron eS Nash 
..-..Winston-Salem ........ Forsyth 
..High Point .............. Guilford 
Greensboro ..........-..- Guilford 
Statesville: .-..6:.25. Iredell 
Fayetteville ...... Cumberland 
----,.Bayboro  .........---...--+- Pamlico 
Burlington ........... Alamance 
..Asheville .............. Buncombe 
Winston-Salem ........ Forsyth 
Asheville ....:..5. Buncombe 
| ORE ST Wake 
Ri ce Caldwell 
~~ Washington iehekae Beaufort 
Se. er. Avery 
Sener: Edgecombe 
-..Fayetteville -.... Cumberland 
SII vin besuhGanttvcsteund Granville 
~ond SPREAD. © oc. Durham 
| Eee) Hertford 
Wilmington ....New Hanover 
_Lawndale ...............- Cleveland 
..Greensboro .............. Guilford 
-Thomasville .......... Davidson 
Wilmington ....New Hanover 
Mooresville ................ Tredell 
SORSURRO oii ce Moore 
iid ee Vance 
a a Wake 
Co anes Durham 
..Charlotte .......... Mecklenburg 
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Name Address County 
*Fleming, R.G. (A).....Durham. .................... Durham 
*“Fieyd, A. G. (A).....: Whiteville .......... .. Columbus 
*Flythe, W.H. (A).....-. High Point .............. Guilford 
*Forrest, D.E. (A).....-. eRe Orange 
Forth, '?. T..(A)-0..8 BONE a aiccdad nce Durham 
*Fon,.2. BGA)... -Greensboro .............. Guilford 
~ s hh 2 AL i) eee: RTE Re Durham 
ee ee Guilford College ....Guilford 
*Frazier, J. W.,.Jr. (A)..Salisbury ...................: Rowan 
Pre, “Wie. CA ce aera Catawba 
"Puller, 7.7, tA)... nate Lenoir 
*Furgurson, E. W. (A)..Plymouth .......... Washington 
*Gardner, C. E., Jr. (N)..Durham. .................... Durham 
*Garrard, R. L. (A)....... Greensboro .............. Guilford 
*“Garrenton, C.G:-{A)...Bethel ..............ccccsccocscooes Pitt 
Gatling, R.R. (N)....... Gates ....... sip saan Gates 
OR, SD cd Charlotte .......... Mecklenburg 
REE Rs My | ss csecssasas Ee Buncombe 
*Glascock, H. W. ............ RE CTT SS Wake 
*Glasser, J.W.H. (A)..Graham  ................ Alamance 
|: II) Sisdicschasoateal Alamance 
Gorfine, Morris ............ PEREREE  ...-.2000<...--..00 Moore 
*Goswick, H.W.,Jr. (A)..Winston-Salem ........ Forsyth 
*Grady, F.M. (A).......... Mooresville ................ Iredell 
*Graham, C. (N)...........- Wilmington ....New Hanover 
Greene, C.C. (N) ....... Wadesboro .................. Anson 
*Greene, J. V. (A)......... Fayetteville ...... Cumberland 
*Griffin, H. W. (N).......... ee 5 Serle Catawba 
I Be ihniniccockione Denton. ..............:.....Davidson 
*Haar, F.B. (A).......... REID... :scnscunpecotegian Pitt 
ee Re a eee mere seeael Wake 
*Hammond A.F.,Jr.(A)-.Grifton -............2--2..2022--+- Pitt 
*Hamrick, J.C. (N)....... BR IR SSIS eee Cleveland 
*HasGem, Mi; (A).........' Burlington -........... Alamance 
"Mardin, P..C. .1:..-2..: AE ra el. Union 
*Harding, B.H. (A).....Yadkinville -.............. Yadkin 
*Harmon, R.H. (A)....... EERE ee. Watauga 
*Harney, J. N. (A).......-- i anerte Guilford 
*Harrill, H.C. (A)......... Greensboro .............- Guilford 
*Harris, I. E., -Jr. (A)...Durham ...............-:.-- Durham 
*Harrison, E.T. (A).....High Point .............. Guilford 
~ Sess -Winston-Salem ........ Forsyth 
*Hartman, B.H. (A).....Asheville .............. Buncombe 
*Harton, R. A. (A).......... RRO. 2-55 sesso Durham 
*Hawes, G. A. (A)......... Charlotte .......... Mecklenburg 
*Hawes, J.B. (A).......... eee Pitt 
Haywood, H.B., Jr. 

ROS ES REE Re Wake 
*Helms, J.B. (A).......... Morganton. ...............-.- Burke 
*Helsabeck, B. A. (A)...Winston-Salem ........ Forsyth 
*Herring, T. (A)........... SS REESE RE: Wilson 
"mickman, H.S. (A).....Lenoir ............<....... Caldwell 
*Hill, A. LeC 9 Gare Kings Mountain....Cleveland 
ei OS A ares 7 S eee Wake 
*Holbrook, J.S. (A)......Statesville -................. Iredell 
*Holladay, L.W. (A)...High Point .............. Guilford 
*Hooker, J.S. (A)......... Chapel Hill ................ Orange 
*Horack, H. M. (A)...... p Oe Durham 
Howell, L. J. (A)........ 

*Hubbard, F.C. (A).....North Wilkesboro ....Wilkes 
*Hudgins, H. A. (A)....... Rutherfordton . Rutherford 

Hunter, J. F.C. ............ Magnolia .................... Duplin 
Hunter, S. B., Jr. .......... Magnolia ..................-- Duplin 
*Hunter, W. Re: Lillington ................ Harnett 
*Jacobs, J. E.J. (A).....Charlotte .......... Mecklenburg 
Jamison, E.C. ............ 
Jervey, A. J., dr. 

(Killed in action in 

BUNT ptr dieressheceoks I iscsi pas kainic Polk 
*Jervey, W. St. J. (A)... NE a ee Polk 
*Johnson, G. F. (A).......Leaksville ........ Rockingham 
*Jones, O.H. (A) .......... Charlotte .......... Mecklenburg 
*Jones, R.O. (A)............ Burnsville ...............- Yancey 
*Jomen. TT. fA: ae SER Durham 
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Name Address County Name Address County 
*Kapp, C.H. (A).........-- Winston-Salem. ........ Forsyth ‘*Mitchell, R.H. (A)......Gastonia ........000.0....... Gaston 
Kavanaugh, W. P. (A)..Cooleemee .................... Davie *Mock, C.G. (A)........... RTE Rowan 
*Kendall, J. H. (A)........ | “ee ee Onslow *Montgomery, J.C.(A).-Charlotte .........Mecklenburg 
ge, Winston-Salem ........ Forsyth *Moore, E.V. (A)......... RE Cleveland 
*Ketchie, J.M. (A)....... 5 SSE Dae pewen «6“Moore, FB. .................. Graham ................ Alamance 
*Killian, F. McC. (A).....Franklin ...................... Macon *Moore, R.H. (A).......... se Haywood 
Kirchberg, Roy (A)......Sylva_ .............2..--.---. Jackson *Moorefield, R.H. (A)..North Kannapolis ....Rowan 
*Knoefel, A. E., Jr. (A)..Black Mountain....Buncombe Morris, T.A.,Jr.(N)..Hamlet .....00.......... Richmond 
~<A Fayetteville ...... Cumberland *Munroe, H.S., Jr. (A)..Charlotte .........Mecklenburg 
*Lackey, W.J. (A)......-- Fotiston ...........:.... Cleveland *Murphy, G.W. (A).....Asheville .............. Buncombe 
Lambert, C.F. (A).....Spruce Pine ............ Mitchell *Myers, H.T. (A).......... Lexington .............. Davidson 
*Lancaster, F.W. (A)..Lexington .............. Davidson *Naumoff, P. (A)........... Charlotte ......... Mecklenburg 
*Lancaster, N.F. (A)...Waynesville  .......... Haywood ‘*Newland, C.L. (A)......Brevard .......... Transylvania 
*Lanier, V.C. (A).......... Welcome ................ Davidson Newman, George (A)..Murphy ................. Cherokee 
»  . SS % Aree | SN eae Stanly ‘*Norfleet, C. M., Jr. (.A)..Winston-Salem ........ Forsyth 
Large, H.L., Jr. (A)...Rocky Mount ....Edgecombe- *Norton, J. W.R. (A)....Chapel Hill ................ Orange 

Nash *Nowlin, G.P. (N).......Charlotte .......... Mecklenburg 
*Lassiter, W.H.,Jr.(A)..Selma ...................... Johnston *Odom, R.T. (A).......... ..Winston-Salem ........ Forsyth 
*Lawson, G. W. .............- ERE Alamance *Ogburn, u.C. (A).......Winston-Salem ........ Forsyth 
*LeBauer, M.L. (A).....Greensboro .............. Guilford *Oliver, J. A. (A).......... MOOOIEWGTE  ..-.....c.cccceseees Rowan 
LeGrand, R.A. (N).....Wadesboro ..........:..... ..Anson *QOsborne, J.E. .............. Rosman. .......... Transylvania 
Lewellyn, J.T. (A).....Williamston ............... Martin *Owen, D.S. (A).......... ..Fayetteville ......Cumberland 
Lewis, W.G. ......00.0.-.000- Stokesdale ................ Guilford *Padgett, C.K. (A)......Shelby .2....00........... Cleveland 
~ @ a) \ Sees Pees ............... Robeson *Padgett, P.G. (A)........ Kings Mountain....Cleveland 
oe |) er Lexington .............. Davidson ‘*Parker, S.F. (A).......... | ee CN Cleveland 
ae, a We CAD... Sewer Catawba *Parks, W.C., Jr. .......... High Point .............. Guilford 
*Long, W.M. (A)........ SUID Scesshosase<seansigl Davie *Parrette, R.G. (A)......Andrews ................Cherokee 
*Lore, R. E. (A).............Lenoir  ....... sitedSeuatild Caldwell *Parrott, J. A. (N)......... ere Lenoir 
"lant, w. ©. (A)............. Asheville .............. Buncombe *Pate, A. H. (N)............. Goldsboro .................-.. Wayne 
"igen, B. RB. (A)............: Greensboro .............. Guilford *Patterson, F.G. (A) ..Chapel Hill ............... Orange 
*MacRae, J. D. (A)......... MONI 5.053.050... Buncombe Paterson, R. D. (A)......Liberty  ........... ..Randolph 
*Manning, I. H., Jr. (A)..Durham .................... Durham *Patton, W.H.,Jr.(A)..Morganton .................. Burke 
*Markham, B, (A).........Durham .................... Durham *Peacock, R.M. (N)......Weaverville _...Buncombe 
*Marshall, J. F. (A).....Winston-Salem  ........ Forsyth ‘*Pearse, R.L. (N)........ Durham. .... ....Durham 
*Martin, B. F. (A)......... Winston-Salem ........ Forsyth ‘*Pearson, A.A. (A).......Fletcher. ....... ..Buncombe 
«2 "9 SEES CRESS Mocksville ................ Forsyth *Peasley, E. D. ............... RE RRR, Ae Wake 
*Martin, W.F. (A)....... Charlotte .......... Mecklenburg ‘*Perry, G.G. (A)............ Hiee Foint .............. Guilford 
» s(“‘ kh RO ON oO Buncombe ‘*Persons, E.L. (A)........ eee: Durham 
*Matthews, B.B. (A) ~ > Sy EC ibiikiscincadeoiethais Wake 
(Died from natural *Phelps, J. M. (A)........ Creswell ..... ....Washington 
causes while in the *Pittman, W.A. (A).....Fayetteville ...... Cumberland 
service of his country)..Shelby .................... Cleveland “*Pitts, W.R. (A).......... Charlotte .......... Mecklenburg 
*Matthews, W.C. (A)....Davidson .......... Mecklenburg ‘*Plummer, D. E. ........... Eee Durham 
Mattison, W.L. (N)...Asheboro ................ Randolph Plyler, R.J. (A)........... Salisbury .................... Rowan 
*Mauzy, C.H.,Jr. (A)..Winston-Salem ........ Forsyth ‘*Pollack, D. .................... 5 ee Halifax 
ek EES, Winston-Salem ........ Forsyth *Poole, M.B. (A)........ Dunn ....... x itasibind Harnett 
McCall, Robert (A)......Charlotte .......... Mecklenburg Pope, S.A. (A)............ ..Beulaville .................. Duplin 
*McCracken, J. 2. (A)...Durham .................... Durham *Powell, H.S. (A)........ pS ee Gaston 
*McCracken, M. H. (A)..Asheville .............. Buncombe Powers, J.S. (A)........ RRR taper ee! Swain 
*McCutcheon, W.B.(A)..Durham ..............-.-.-. Durham ‘*Price, H.H. (A).......... Draper ... Rockingham 
*McDonald, A. M. (N)...Charlotte .......... Mecklenburg ‘*Propst, J.H. (A).......... IE ns csssocshitin Alamance 
*McDonald, L. B. (A).....Hendersonville ....Henderson Query, L. W., Jr. (A) Charlotte .......... Mecklenburg 
*McDonald, R. L. (A)....Thomasville . .......... Davidson ‘*Query, R. Z., Jr. (A)....Charlotte .......... Mecklenburg 
*McDowell, H.C. (A)...Winston-Salem. ........ Forsyth ‘*Rand, E.G. (A).......... IE enisionssasacmchgaceentdl Wake 
*McFayden, O.L., Jr. es Lt Ae oc inedeies Lenoir 
| ERE S el Seas Fayetteville ...... Cumberland ‘*Redwine, J.D. (A)........Lexington ..............Davidson 
*McGrath, F.B. (A)......Lumberton. .............. Robeson Reece, J.C. (A).......... Newton .... ....Catawba 
~ ss. A, ae po, |) rae Buncombe ‘*Register, J. F. (A)........Greensboro ..............Guilford 
*McIntosh, D. M., Jr. *Reque, P.G. (A)............ Durham ....................Durham 
ee 1 Se ee McDowell ‘*Richie, R.F. ................ a fig soci hho Wake 
*McKee, J.S., Jr. (A)...Morganton ...........-.-.----- Burke ‘*Roberson, F. (Hon.) 
*McKee, L.M. (A)........Durham_ ...............----- Durham IY thai sisbesdienddinesnssacaoms Durham .... _........Durham 
*McLaughlin, C.S., Jr...Charlotte .......... Mecklenburg ‘*Roberts, L.C. (A).......Durham ... aoa Durham 
*McLeod, N. H., Jr. (A)..Raleigh  ...............-... _....Wake “‘*Roberts, R.F.. ............ Asheville . Buncombe 
*McManus, H.F,, Jr. *Robertson, C.B. ........ Jackson .......... Halifax 
++ Tk ERAS Een ea RNG ct ass Wake *Robertson, E.M. (N)..Durham ....................Durham 
*MeNeill, J. H. (N).......North Wilkesboro ....Wilkes *Robertson, J.N. (A)....Fayetteville .....Cumberland 
*Meriwether, B.M. ....... Asheville .............. Buncombe ‘*Robertson, L. H. (A)...Salisbury ....................Rowan 
*Merritt, J. F. (A)......... Greensboro .........---.- Guilford *Robinson, J.L. (A)......Gastonia .................... Gaston 
» a S Tabor City ............ Columbus *Rodman, R.B. ............ Wilmington ....New Hanover 
Miller, R. P. (A) .......... Lincolnton ...............- Lincoln *Rogers, G. W. ............ Chapel Hill ............ Chatham 
SS Greensboro .............. Guilford ‘*Rollins, C.D. (A)........ HORGATBOR .........0..0020..: Vance 
Mills, Wardell (N).... | *Rollins, V. B. (A).......... Henderson. ..........--.:0:+0+ Vance 
*Mitchell, L.P.,dr, (A)..Spindale ......000 Rutherford *Roper, W. H. (A) vv. SANACOTIUM ........-.ecccnenee Hoke 
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Name Address County 
*Rosenbaum, M.M. ...... Shallotte ........ New Hanover 
"Rees, Bi A. UN).....20c2 ERE NR Durham 
<. ekee A) ere Charlotte .......... Mecklenburg 
*Royster, C.L. (A)........ SE ST Wake 
Royster, J. D. (A).........Colerain ..............-.-c..-0-. Bertie 
*Ruark, R. J. (A)........... IRE Se Wake 
*Rubin, A. S. (A)...........Greensboro  .............. Guilford 
~ +S % ee Greensboro .............. Guilford 
*Rudd, P.D. (A)...........Reidsville .......... Rockingham 
< — eoee ? | See eee Durham 
<< “<> Seen PU FEN eesciscncceeel Lenoir 
Rufian,- J.B. (A)........< cee * 1k ee Hertford 
*Russell, W.M. (N)......Asheville .............. Buncombe 
om oe |} eens Brevard .......... Transylvania 
*Sanger, W. P. (A).........Charlotte .......... Mecklenburg 
*Schoenheit, E. W. ........ Asheville .............. Buncombe 
*Schulze, W. (A)...........Durham  ................000. Durham 
*Shelburne, P. A. (A)....Greensboro ..............Guilford 
Shepard, Karl (A)....... High Point .............. Guilford 
*Shuford, J. H. (A)........ Hickory .................. Catawba 
| eS Greensboro .........-.--. Guilford 
*Sinclair, L.G. (N).:.....Raleigh  ..............-..c Wake 
*Sinclair, R.T., Jr. ........ Whiteville ............ Columbus 
Skinner, L. C., Jr. (A) ..Greenville ......................-- Pitt 
*Bioen, W.8. (A)......:0 30: cote Wilson 
*Smith, D. W. (A).......... Waynesville .......... Haywood 
"tthe, Tis GS. ....:..---2nee Elizabeth City....Pasquotank 
"Smith, J: G. (A)....,.:... Rocky Mount ....Edgecombe- 

Nash 
*Smith, O.N. (A)....... Greensboro ..........-.-- Guilford 
Phentin, R.©. GA) nn I ice Pitt 
*Smith, R. E. (A).......... SER Re ce Surry 
*Smith, R. M. (A)........ Greensboro ..........---- Guilford 
*Sowers, R.G. (A).......Jonesboro  ..............-.-0----- Lee 
a ee SS Johnston 
*Stelling, R. N. (A)-......Greensboro ............-- Guilford 
*Stenhouse, H.M. ........ eS nen: Wayne 
*Stephenson, B. E. ...... Roanoke Rapids ...... Halifax 
*Stevens, J. B. (A).........Greensboro ............-- Guilford 
*Stewart, D.N., Jr. (N)..Hickory .................. Catawba 
Stoddard, J.S. (A).....Cashiers .................... Jackson 
*Straughan, J. W. (A)..Warsaw  ......................Duplin 
*Strickland, H.G. (N).Greensboro .............. Guilford 
*Stringfield, T., Jr. -......Waynesville ............ Haywood 
*Stroupe, A.U., Jr. (A)..Mount Holly  ............ Gaston 
eS + See Southern Pines .......... Moore 
*Sullivan, D.J. (A)...... Asheville .............. Buncombe 
"Sullivan, J. T.. ............-. Asheville ............. .Buncombe 
PEIN, © WG Bow. cectskioincl Wilmington ....New Hanover 
*Sumner, E. A. (A).......High Point .............. Guilford 
Syke; C. L. (A)............ 
Sykes, C. H. (A).......... Greensboro .....-.-.----- Guilford 
*Sykes, J. V. (A)...........Rocky Mount ....Edgecombe- 

Nash 
“Bynes, B.d. (A)... Re concn ics ithe Wake 
*Tannenbaum, A. J. .......Greensboro ......-....--- Guilford 
“Tart, B.L,dr. (A)...... eidaeve. ....:..n Waytne 
aR oO tabeewile «ad Iredell 
*Taylor, A. DuV. (A)...Charlotte .......... Mecklenburg 
*Taylor, C. W. (A)........ ee ons cee Pitt 
*Taylor, R. W. (A)........ oO PRE es Granville 
a) Og ey See Roanoke Rapids ...... Halifax 
*Teasdale, L. R. (A).....Charlotte .......... Mecklenburg 
*Temple, R. H. (A)........ ~ 5 OER. Lenoir 
“Thomas, W.C.. .....:... x gh: pee Chatham 
*Thomas, W.L. (A).....Durham ...........-.------- Durham 
Thompson, FA. 22220. TOG: i cicecsies Montgomery 
*Thompson, W.N. (A)..Raleigh ................-...---- ake 
*Thornhill, E.H. (A)...Durham. ..........,.-..-.---- Durham 
TI as Bo: Les Bish Polat. ......- Guilford 
Traywick, J.B. (A).....Laurinburg .............. Scotland 
*Troutman, B.S. (A)... Lamaie ...c.cccccncoensseses Caldwell 
*Turrentine, K.P. (N)..Kinston ..............:::-0-+-+ Lenoir 
*Tyndall, RG. (A)... KinStOM ...secsceresseeessseeees Lenoir 





December, 1942 


MEDICAL JOURNAL 


Name Address County 
*Tyson, J.J. (A)............-. Pe oi ka Pitt 
*Tyson, T.D., Jr. (A)....High Point .............. Guilford 
*Tyson, W. W. (A).......... Mebane .................. Alamance 
*Upchurch, T. G. (A).....Smithfield -............. Johnston 

Wall, R.E. (A)............. mene CHEW <n ccsccds Chatham 
*Walton, C. L. (A)......... Glen Alpine .................. Burke 
*Ward, N.E. (A)............ Ef ee ranean Pitt 
*Ward, W.E. (A).......... Robersonville ............ Martin 
*Warwick, H.C. (A).....Greensboro .............. Guilford 
*Washburn, C. Y. (A)...Mooresboro ............ Cleveland 
Washuer, S. E. .............. Wilmington ....New Hanover 
Waters, G. E. (A).......... _ | GRIER REE Tae, SRE Wake 
*Way, S.E. (A)............. Rocky Mount ....Edgecombe- 

Nash 

Weathers, R. O. (A).....Goldsboro .................... Wayne 

Weaver, J.B. (A)...... 

*Weinstein, M.H. (A)..Fairmont .................. Robeson 

*Westcott, W.E. .......... Candler. .:.............. Buncombe 
*Westmoreland, J. R. : 

BD cacaeidepaitaeepaeDnaicns nied DEEN Haywood 
*Whaley, J.D. (A).......Hickory .................... Catawba 
*Wharton, C.W. ............ Smithfield .............. Johnston 
*Whicker, M.E. (A).....China Grove .............. Rowan 
*White, T.P. (A)........ ..Charlotte .......... Mecklenburg 
*Whittington, C. T. (A)..Greensboro .............. Guilford 

Whitworth, J.M. (A)..Morganton  .................. Burke 
lie ee PI bi cculdinctdadad Wake 
“Praeeee,: C2. CA). TRIO ©... en cicteiness Wake 

*Williams, J.D., Jr. 

1 Seana Stokesdale ............... Guilford 
*Williams, McC. (A).....Charlotte .......... Mecklenburg 

Williams, S. H. (A).....Greenville ........................ Pitt 
*Willis, C. A. (A).......... (RNR Sooke ceceteick Buncombe 
TFFaen,- Fag ot. GA). Wake 

i ae | See, Kernersville ............ Forsyth 
*"Wieows, B.A. .....~....... ..Lineolnton. ...............- Lincoln 
*Wilson, S.G. (A)........ ce SS Feeraed ites JParee Harnett 

Wilson, W.H. (A).......Greenville .......................- Pitt 


*Winston, P. H. ............ _Clarksville, Va. ....Granville 


an oy een rarer Chowan 
*Wolfe, R.V. (A)........ ..Winston-Salem ........ Forsyth 
*Wood, Frank (A)........ re ence McDowell 
*Wood, G.T. (A)........... High Point .............. Guilford 
win | ee Pe TR erence Polk 
*Wright, J. R. (N)........ SETS Wake 
Wright, R.B., Jr. (A) Salisbury ...................Rowan 
*Wyatt, A.T. (A).......... Lillington .................. Harnett 
SOUR Bch. CK. I: isccnSiccestccon Catawba 





THE CRITICAL ANTIMALARIAL PROBLEM 
AND ITS SOLUTION 


It is axiomatic that treops cannot operate success- 
fully in endefnie malarial areas without an effective 
antimalarial drug. Malaria is present throughout 
most of the tropical and sub-tropical world. The 
extent of operations in these regions is steadily in- 
creasing and it is conceivable that they may grow 
to tremendous proportions within a short period of 
time. 

Ninety per cent of the world’s customary sources 
of quinine was cut off when the Japanese invaded 
Java and the Philippines. India has in the past fre- 
quently imported cinchona bark from Java to bolster 
her supply. South America has for many years been 
importing bark from Java for domestic use. 

What measures should be taken to safeguard our 
limited stocks? Early in May the War Production 
Board recognized the critical nature of the problem. 
In order to avail itself of medical advice it asked 
the National Research Council to form a Committee 
on Drugs and Medical Supplies to investigate and 
advise not only on the many problems which the 
quinine scarcity presented, but also on any other 
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matters pertaining to Drugs and Medical Supplies 
which concerned the War Production Board. This 
committee has two subcommittees, one on Essential 
Drugs, the other on Hospital and Surgical Supplies. 
The Committee has also used the advice of other 
National Research Council Committees, such as the 
Subcommittee on Tropical Diseases for answers to 
specific problems in the therapy of malaria, and the 
Committee on Surgery for technical problems re- 
lated to surgical supplies. 

The program worked out by the joint efforts of 
the War Production Board and the National Re- 
search Council progressed as follows: 


1. The War Production Board issued “Quinine 
Order M-131” which froze present stocks and 
restricted the use of quinine and other cinchona 
alkaloids to the treatment of malaria, except 
that quinine could also be used for the treat- 
ment of cardiac disorders. Requests for quinine 
for the treatment of various other conditions 
including quinine urethane and quinine urea as 
local anesthetics, quinine in sodium morrhuate 
for varicose vein injections, quinine salts for 
induction of labor, quinine salts in the treat- 
ment of night cramps, multiple sclerosis, amyo- 
trophic lateral sclerosis, myotonia atrophica, 
paralysis agitans and myotonia congenita, have 
all been carefully considered and denied with 
the exception of the use of quinine in the treat- 
ment of myotonia congenita. 


2. Repeated persuasive efforts in the trade press 
have been instituted by the War Production 
Board to bring in all unopened packages of 
quinine, and now the machinery is being set 
up for bringing in opened packages, analyzing 
each and pooling according to the type of prep- 
aration. 

3. To effect the maximum antimalarial value of 
available cinchona bark from South America, 
the National Research Council undertook to in- 
vestigate the feasibility of substituting tota- 
quine for quinine in the treatment of malaria. 
Totaquine had been recognized previously by 
the U. S. Pharmacopoeia, and a standard set 
which appears in the 12th Edition. This stand- 
ard seemed to allow for too much latitude both 
in quinine content and in total crystallizable 
alkaloid content. Accordingly, the National Re- 
search Council asked the U. S. Pharmacopoeia 
to revise the monograph to obtain a more uni- 
form standard. As the result the U. S. Phar- 
macopoeia adopted the following monograph 
which will appear in a supplement of the 12th 
Edition. 

“Totaquine is a mixture of alkaloids from 
the bark of Cinchona Succirubra Pavon and 
other suitable species of Cinchona. It con- 
tains not less than 7 per cent and not more 
than 12 per cent of anhydrous quinine, and a 
total of not less than 70 per cent and not 
more than 80 per cent of the anhydrous crys- 
tallizable cinchona alkaloids, the designation 
“crystallizable alkaloids” referring to cin- 
chonidine, cinchonine, quinidine, and quinine. 

Totaquine of a higher quinine percentage 
may be reduced to the official quinine stand- 
ard by a mixture with Totaquine of a lower 
percentage, or with any of the diluents per- 
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mitted for powdered extracts under Ex- 
tracta, page 174, providing the total anhy- 
drous crystallizable cinchona alkaloids do not 
fall below the required percentage. 

The National Research Council recom- 
mended the dose to be 10 grains three times 
a day for 7 days.” 


It was the considered opinion of the Subcommittee 
on Tropical Diseases, and the Committee on Medicine 
of the National Research Council, that in this dosage 
totaquine should prove to be as effective as quinine 
sulfate in the oral treatment of malaria. A satis- 
factory price structure has been set up for cinchona 
bark from South America bv the Board of Economic 
Warfare, and every effort is being made to stimu- 
late importation. 

4. The production of atabrine has been stimulated 
by the War Production Board, and the present 
outlook on production sufficient to supply all 
anticipated needs is practically assured. Ex- 
tensive chemical, pharmacological and clinical 
investigations have been conducted by various 
groups of the National Research Council work- 
ing under grants by the Office of Scientific 
Research and Development. The chemical 
studies have adequately demonstrated the 
chemical purity of the atabrine produced in 
this country. Pharmacological and clinical in- 
vestigations have revealed temporary gastro- 
intestinal disturbances in a variable percentage 
of persons receiving atabrine in the suppres- 
sive (prophylactic) treatment of malaria. Fur- 
ther study is under way to elucidate the cause 
and remove if possible these disturbances. 
There is a tendency to the development of a 
yellow pigmentation of the skin during admin- 
istration which disappears after the drug is 
stopped. This is harmless and not associated 
with any disturbance in liver function. 


5. Experience with the use of atabrine by the 
British both therapeutically and as a suppres- 
sive, indicates that it is an effective anti- 
malarial and in some ways superior to quinine. 
It is slower in action, and therefore not as use- 
ful in the initial treatment of malaria, but 
after one to three days of quinine therapy 
atabrine is exceedingly effective. At a recent 
meeting of the Subcommittee on Tropical Dis- 
eases of the National Research Council, the 
following program of dosage was endorsed as 
an efficient routine of therapy: 
(1) Combined QAP Treatment. 

choice. ) 

(a) Totaquine or Quinine sulphate, 0.64 gram 
(10 grains) three times daily after meals 
for 2 or 3 days, or until pyrexia is con- 
trolled. Then give 
(b) Atabrine, 0.1 gram (1% grains) three 
times daily after meals for 5 days. Then 
after 2 days without antimalarial medica- 
tion give 
(c) Plasmochin, 0.01 gram (3/20 grain) three 
times daily after meals for 5 days, except 
for the debilitated patient, who should re- 
ceive only two doses daily. (Discontinue if 
toxic symptoms occur. Never give atabrine 
and plasmochin concurrently.) 

(2) Atabrine-plasmochin treatment. (May be 
used for simple vivax infections and in 
other infections when no totaquine or qui- 
nine is available.) 

(a) Atabrine, as above for 7 days. Then, 


(Method of 
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% to 

State Quota State 
SE CN ECE 204 Louisiana ........ 
Arizona . 156 Drees 
Arkansas ...122 Maryland .......... 
NL CD 81 Massachusetts 
Te 124 Michigan .......... 
III: Sissiinscaccinestbcwadiation 76 Minnesota ........ 
Ee. 152 Mississippi ...... 
Dist, Of Columbia .........:..35 100 Missouri ............ 
TIE TERRE Pay PR 118 Montana. .......... 
SI scioscseosdinceicicheagstscabp 149 Nebraska .......... 
Idaho . eS He Nevada .............. 
Illinois ..... sada plicsieswaheldaeeae New Hampshire 
Indiana seuintiee tendon 136 New Jersey ...... 
Iowa ...... 1 andighdeilceenciaial aaa 116 New Mexico .... 
Kansas . Rees New York ........ 
Kentucky .168 North Carolina 


% to % to 

Quota State Quota 

ilies teem 214 North Dakota ......................114 
act ee cn eee 128 De ee a, a os 
MLE TSA NS 109 SS ee RE, | 
sncesnoscie nna pui 78 I dork fic ccp cape vce la 
RAS KES 126 Pennsylvania ...................... 98 
Re FeSO TIS: 98 Rhode Island ...................... 92 
oh calles Neha diy dee 161 South Carolina ....................174 
i OE 104 South Dakota ......................187 
Salas ih cae 122 Tennessee ............................166 
shihdimiiancumenkio’ 91 ee sl aes 
ESE e 65 ee 
Ree ee ee 85 | RITE RES 
SERERIOD A 107 Ses 
jionerieoinncateaial 224 EE 
inex eoncegbetianetbe 78 West Virginia ......................153 
Sp AAS cents oe 163 WY ABOUUININ 2 5o00--0c00000 2 BB 
ce EEE TREE: 158 





after 2 days without antimalarial medica- 
tion, give plasmochin, 0.01 gram three times 
daily for 5 days, as above. 


(3) Totaquine or Quinine-plasmochin treat- 
ment. (Method when no atabrine is avail- 
able.) 


(a) Totaquine or Quinine sulphate, as above 

for 7 days, during the last 5 of which ac- 
company each dose of totaquine or quinine 
with plasmochin, 0.01 gram three times 
daily. 

(4) Suppressive Treatment. (a) Atabrine. 
Give 0.1 gram (1% grains) twice daily 
after meals on two days a week, allowing 
a 2 or 3 day interval between days of med- 
ication. 

It was the consensus of this Subcommittee that 
until we have had more experience with the use of 
atabrine it should be used only under the guidance 
of a physician or public health officer. 

6. Government stockpiles have been recommended 
not only for quinine but the other alkaloids, 
(Cinchonine, cinchonidine and quinidine) and 
totaquine, and the Defense Supplies Corpora- 
tion is purchasing against these stockpile 
recommendations. 

It is anticipated on the basis of recent investiga- 
tions by the Board of Economic Warfare that the 
barks from South America of low quinine content 
but sufficiently rich in total crystallizable alkaloids 
(Quinine, Quinidine, Cinchonine, Cinchonidine) to 
make totaquine of U.S. P. standards, will be found 
in sufficient quantity to enable totaquine to replace 
civilian quinine requirements. The amount of this 
bark which is available has been an unknown factor, 
because its low quinine content has not made it 
previously marketable. 

If every physician in civilian practice and every 
public health officer will follow the recommendations 
of the Subcommittee on Tropical Diseases regard- 
ing the use of atabrine and will use totaquine in 
place of quinine whenever totaquine is available, an 
important and material conservation in our limited 
stocks of quinine will be accomplished. 

Lewis H. Weed, M.D. 
Chairman, Division of Medical Sciences 
National Research Council 
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NEWS NOTES FROM THE STATE BOARD 
OF HEALTH 


The 8,937 babies born in North Carolina in Oc- 
tober comprised the largest number ever reported 
in this state during a single month, it was an- 
nounced by the Vital Statistics Division of the 
Board of Health. This figure was 1,906 in excess 
of the number of births reported in October, 1941, 
and 2,196 higher than the average number of month- 
ly births during the past five-year period. 

In spite of the greatly increased number of births 
reported last month, an all-time low marked the 
death rate among babies under a year old—just 37.4 
per 1,000 live births, as compared with a rate of 
57.1 for the corresponding month last year, accord- 
ing to Dr. G. M. Cooper, who is in charge of the 
State Board of Health’s maternal and child health 
services and who supervises the State’s clinics for 
mothers and babies. 

There was also a decline in the total number of 
deaths from all causes during the month, which was 
2,368, against 2,490 in October, 1941, the monthly 
rate having dropped from 8.3 to 7.8. 

The number of deaths from preventable accidents 
was 107 last month, compared with 199 the corres- 
ponding month last year. Tuberculosis deaths for 
the month dropped from 139 to 116, while deaths 
from diarrhea and enteritis among children under 
2 years of age totaled 43 last month, against 75 in 
October, 1941. There were no deaths reported from 
undulant fever, smallpox, measles, scarlet fever, 
infantile paralysis, epidemic cerebrospinal meningi- 
tis, rabies or tetanus. Only 2 deaths were caused by 
pellagra, against 5 in October, 1941, and homicides 
dropped from 39 to 23. 


> ew > 


The 72nd Annual Congress of Correction, spon- 
sored by the American Prison Association, met in 
Asheville during the week of October 19-24. Repre- 
sentatives came from forty states, the District of 
Columbia, the Republic of Panama, Canada and 
England, 
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NEws NOTES FROM THE UNIVERSITY OF 
NORTH CAROLINA 


The second-year class of the School of Medicine 
of the University of North Carolina, finishing in 
March, 1943, will be transferred to the following 
four-year schools: 


Northwestern University—William 
Fountain City, Tennessee. - 
Albert J. Josselson of Ahoskie, N. C. 
University of Illinois—Edgar D. Grady, of Wilson, 
N. C. 


F. Hutson of 


Washington University, St. Louis, Missouri— 
William A. Kirksey of Fayetteville, N. C. 
Albert Stewart of Fayetteville, N. C. 

David S. Citron of Charlotte, N. C. 
Miss Elaine Schwinge of Tarboro, N. C. 
Tulane University—George E. Koury of Burlington. 
N. C 


Emory University—David A. Rendleman, Jr., of Fort 
Wayne, Indiana 
Johnie H. Reed, Jr. of Gainesville, Georgia 
Bowman Gray School of Medicine of Wake Forest 
College—John C. Foushee of Sanford, N. C. 
University of Virginia—George M. Cooper, Jr. of 
Raleigh, N. C. 
Bennett Creech of Raleigh. N. C. 
Carlos J. Ross of Phillips, Maine 
Medical College of Virginia—Sydenham B. Alex- 
ander of Cherlotte, N. C. 
George Washington University—J. Harold Cameron 
of Somers Point, N. J. 
Johns Hopkins University—Charles E. Flowers, Jr. 
of Zebulon, N. C. 
University of Maryland—Kenneth W. Wilkins of 
Mount Olive, N. C. 
Isaac C. Wright of Raleigh, N. C. 
Ernest G. Guy of Harmony, N. C. 
Thomas L. Morrow of Parris Island, S. C. 
William B. Ingram of Norwood, N. C. 

Leon W. Robertson of Wake Forest, N. C. 
Miss Sarah A. Taylor of Charlotte, N. C. 
Jefferson School of Medicine—Brice T. Dickson of 

Gastonia, N. C. 
Mahlon J. Pophal of St. Pauls, N. C. 
Robert E. Lewis of Lumberton, N. C. 
George F. Owen, Jr of Dunn,, N. C. 

Robert M. Packer, Jr. of Greenville, S. C. 
Daniel R. Shields, Jr. of Gastonia, N. C. 
University of Pennsylvania School of Medicine— 

George L. Jordan, Jr. of Kinston, N. C. 
James B. Greenwood of Charlotte, N. C. 
Frank R. Reynolds of Wilmington, N. C. 
Cornell University School of Medicine—Charles O. 
Humphries of Asheville, N. C. 
New York University—Alexander C. Mitchell of 
New York City 
W. Neill Hubbard, Jr. of Asheville, N. C. 
Harvard—John R. Chambliss of Rocky Mount, N. C. 
James R. Collett of Morganton, N. C. 
Julian T. Brantley of Greensboro, N. C. 
Samuel] R. Lambe of Jacksonville, Fla. 


* * * * 


Dr. W. R. Berryhill, Dean of the Medical School, 
attended the meeting of the Association of American 
Medical Colleges in Louisville, Kentucky, October 
26-28. 

* * * 

Drs. Emanuel Waletzky and H. W. Brown, of the 
faculty of the School of Public Health, were in 
Richmond for the meetings of the National Malaria 
Society November 11 to 13, and gave a paper on 
“The Mode of Action of Quinine on Avian Malaria”. 
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School of 
Public Health, went to Boston in October to lecture 
at the medical schools to the medical students and 


Dr. Harold W. Brown, Dean of the 


intern staffs on tropical medicine. Dr. Brown 
lectured to the medical students and intern staffs 
of Yale and several of the Philadelphia medical 
schools on tropical medicine during the week of 
November 24. This work is done in connection with 
the War Department under the auspices of the 
National Research Council. 


* * * * 


Dr. D. F. Milam attended the meetings of the 
American Public Health Association at St. Louis, 
and also the meeting of the Chairmen of State 
Nutrition Committees which preceded the A.P.H.A. 
Meeting. Dr. Milam also attended the meetings of 
the Southern Medical Association in Richmond, Vir- 
ginia, where he read a paper before the Public 
Health Section on “Medical Nutritional Survey of 
800 N.Y.A. Youths”. 


* * * > 


Dr. William L. Fleming and Dr. John J. Wright, 
of the Faculty of the School of Public Health, at- 
tended a Conference on “Venereal Disease Control 
Needs in Wartime” in Hot Springs, Arkansas, Oc- 
tober 21 to 24. This Conference was called by the 
U.S. Public Health Service. 


» * * * 


The War Department has sent a group of nineteen 
medical army officers to the School of Public Health 
of the University of North Carolina for the pur- 
pose of taking special work in epidemiology and 
sanitation for eight weeks, beginning October 26, 
1942. The purpose of this course is to train the 
doctors for public health work in army camps and 
in the field. 


oe ae oe 


Miss Margaret Blee and Miss Ruth W. Hay of 
the Department of Public Health Nursing, School 
of Public Health, University of North Carolina, 
attended the American .Public Health Association 
Convention and the Pre-Convention Annual Meeting 
of the Collegiate Council on Public Health Nursing 
Education held in St. Louis, Missouri, October 24- 
30, 1942. Representatives from the thirty-one pro- 
grams of postgraduate study in public health nurs- 
ing were present. 

Miss Hay presented for discussion a paper on 
“The Objectives and Frequency of the Faculty Mem- 
ber’s Visits to the Agency” at the Collegiate Council 
on Public Health Nursing Education meeting during 
the Session of the Division of Responsibility be- 
tween the University and the Agency for the 
Students’ Education in the Required Field Experi- 
ence. 

Miss Blee presented a paper on “The Nurse’s 
Part in Health Education” at one of the General 
Sessions of the American Public Health Association 
Convention. 





NEWS NOTES FROM THE BOWMAN GRAY 
SCHOOL OF MEDICINE OF WAKE 
FOREST COLLEGE 


Lieutenant Commander A. R. Behnke, M.C., of 
the Navy’s Experimental Diving Unit, will deliver 
three lectures at the Bowman Gray School of Med- 
icine in January. The first will be given on January 
12. These lectures are part of the Nathalie Gray 
Bernard Lecture Series. 
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The students of the Bowman Gray School of Med- 
icine are publishing a bi-monthly Journal with a 
circulation of 600 copies. William Alsobrook is 
Editor and Lawrence Byerly Holt is Business Man- 
ager. The Journal is being sent to all the medical 
school libraries, to two hundred alumni, to about 
ninety of the larger eastern hospital libraries, and 
to all members of the medical school faculty. Any- 
one wishing to receive the magazine, without charge, 
should write to William L. Wood, Advertising Man- 
ager. 

The Journal publishes articles dealing with student 
research and reviews, as well as news notes of in- 
terest to physicians. 

x * * & 

Dr. Tinsley Harrison, Professor of Medicine, has 
been appointed chairman of the Section on Experi- 
mental Medicine and Therapeutics of the American 
Medical Association and attended the Annual Con- 
ference of Section Secretaries with the Council on 
Scientific Assembly in Chicago on December 4. 

ok ok * * 


Dr. George Harrell of the Department of Medicine 
and Dr. Thomas J. Brooks of the Department of 
Parasitology will attend the Army Medical College 
courses in Tropical Medicine given in January. Dr. 
Harrell will go to Washington and Dr. Brooks to 
Tulane University. 

cal * ok * 

Dr. Arthur Grollman, Dr. Robert McMillan, Dr. 
George Harrell, and Dr. John Williams took part in 
a symposium on cardiovascular diseases given be- 
fore the Seaboard Medical Association meeting in 
Wilson on December 3. 

ie ee 

Dr. Wingate M. Johnson, Professor of Clinical 
Medicine, attended the semi-annual meeting of the 
trustees of the National Physicians’ Committee in 
Chicago on November 18 and the Annual Conference 
of Secretaries of State Medical Societies and Edi- 
tors of State Medical Journals on November 20 and 
4 





SEVENTH DISTRICT MEDICAL SOCIETY 


The Seventh District Medical Society met in Mon- 
roe on November 18, at the Monroe Country Club. 
The following program was presented at the after- 
noon session: 

A Hobby for the Doctor— 

Dr. C. A. Bolt, Marshville 

Some Indications For the Surgical Sterilization of 

Women ............Dr. Chas. I. Allen, Wadesboro 
The Typhus Fever Problem in Charlotte— 
Drs. James M. Alexander and Thomas W. 
Baker, Charlotte 
The Treatment of War Wounds Among Civilian 
Population as Well as Military— 
Lt. Col. Fred W. T. Overton, Camp Sutton, 
Monroe 
Management of Diabetes Mellitus— 
Dr. L. A. Crowell, Jr., 
Clinical-Pathological Conference— 
Dr. Paul Kimmelsteil, Charlotte 

At the annual banquet, held at 7 p. m., Dr. Donnell 
Cobb, President, and Dr. Roscoe McMillan, Secre- 
tary, brought greetings from the State Society, and 
Dr. Tinsley R. Harrison of the Bowman Gray School 
of Medicine gave the scientific address. His subject 
was “The Interpretation of Pain in the Chest”. 

Officers of the society are Dr. L. N. Glenn, Gas- 
tonia, President; Dr. K. E. Neese, Monroe, Vice- 
President; Dr. H. C. Thompson, Shelby, Secretary. 


Lincolnton 


Dr. R. H. Crawford of Rutherfordton is ne for 
the Seventh District. 
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BUNCOMBE COUNTY MEDICAL SOCIETY 


The November meeting of the Buncombe County 
Medical Society, held on November 16, was devoted 
to the class in chemical warfare given by the Office 
of Civilian Defense for the Tenth District. Dr. 
James P. Hendrix of Duke University conducted the 
course. 





FORSYTH COUNTY MEDICAL SOCIETY 


The Forsyth County Medical Society held a dinner 
meeting on November 17. Dr. John Rose of the 
Bowman Gray School of Medicine spoke on “Psychia- 
tric Problems in the Armed Forces”. 





NEWS NOTES 


Dr. J. H. Worley of Asheville has been appointed 
Assistant Medical Director and Chief Surgeon to the 
Holston Army Ordnance Works at Kingsport, Ten- 
nessee. He assumed his duties there on October 12. 


* * 1 * 


Dr. Forrest Biiss of Asheville, who volunteered 
for civilian defense duties, has been assigned to a 
large industrial center in eastern North Carolina. 


* * * hb 
After completing postgraduate courses at the 
Medival College of Virginia and Duke University, 


Dr. Paul Whitaker will resume a limited practice in 
Kinston on January 1, 1943. 





The following doctors from North Carolina took - 
part in the program of the Thirty-Sixth Annual 
Meeting of the Southern Medical Association, held 
in Richmond November 10-12: 


Dr. R. A. Moore, Winston-Salem: Dr. Hugh A. 
Thompson, Raleigh; Lt. Col. Worth B. Daniels, M.C. 
and Captain H. Arthur Grennan. M.C., Fort Bragg; 
Dr. Julian M. Ruffin, Durham: Dr. Robert L. Mc- 
Millan, Winston-Salem; Dr. Tinsley R. Harrison, 
Winston-Salem; Dr. Wm. Nicholson, Durham: Dr. 
K. S. Grimson, Durham; Drs. Barnes Woodhall and 
Hans Lowenbach, Durham; Dr. Arthur London, Jr., 
Durham; Dr. Jasper S. Hunt, Charlotte; Dr. Jay 
M. Arena, Durham; Drs. Grace P. Kerby, Ivan W. 
Brown, Jr., George Margolis. and Wiley D. Forbus, 
Durham; Dr. David T. Smith, Durham; Dr. Lenox 
D. Baker, Durham; Drs. Frank R. Lock, Nelson M. 
Webster, and Richard C. Forman, Winston-Salem; 
Dr. Bayard Carter, Durham; Dr. John E. Dees, Dur- 
ham: Dr. W. M. Coppridge, Durham; Dr. Hamilton 
W. McKay. Charlotte: Dr. J. C. Knox, Raleigh; Cap- 
tain I. H. Manning, Jr.. M.C., Fort Bragg; and Dr. 
D. F. Milam, Chapel Hill. 

Major Frank E. Wilson, M.C., Williamston. and 
Drs. Paul V. Joliet, J. A. Winstead, and T. F. 
Vestal of the North Carolina State Board of Health 
spoke at the meeting of the American Public Health 
Association. held conjointly with the meeting of the 
Southern Medical Association. 





FIFTH ANNUAL CONGRESS ON 
INDUSTRIAL HEALTH 


The fifth Annual Congress on Industrial Health, 
sponsored by the Council on Industrial Health of 
the American Medical Association, will be held Mon- 
day, Tuesdav and Wednesday, Jan. 11-13, 1943, at 
the Palmer House in Chicago. These meetings are 
open to physicians and others interested in industrial 
health. There is no registration fee. 
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ANNUAL SESSION OF THE AMERICAN 
COLLEGE OF PHYSICIANS CANCELLED 


The Board of Regents of the American College 
of Physicians has announced the cancellation of their 
1943 Annual Session, which was scheduled to be 
held in Philadelphia, April 13-16, 1943. This action 
was taken after thoughtful consideration of all fac- 
tors involved, including an intimation from the 
Secretary of War and the Office of Transportation 
that larger national medical groups should not plan 
meetings at the time set; a growing difficulty in 
getting speakers and clinicians of top rank to main- 
tain the usual standards of the program; prospect 
of greatly reduced attendance, because civilian doc- 
tors are faced with too great a burden of teaching 
and practice already; a decreasing active member- 
ship, due to approximately 25 per cent of all doctors 
being called to active military service. President 
James E. Paullin announced. however, that all other 
activities of the College would be pursued with even 
greater zeal, and that the College would especially 
promote regional meetings over the country and 
organize postgraduate seminars in the various mili- 
tary hospitals for doctors in the armed forces. 





THE FIFTH ANNUAL FORUM ON ALLERGY 


This international post-graduate society will meet 
in the Hotel Statler in Cleveland, Ohio. the week 
end of January 9 and 10, 1948. This Forum will 
offer in most intensive presentation both the new and 
the old in allergy. Not only will specialists in this 
new field of Internal Medicine gather, but also those 
whose interests are in allied fields of medicine will 
be welcome, for in war time every physician is 
called upon to advise and treat allergic patients. A 
course in immunology as it applies to allergy will 
be given the week before by Dr. Eckers to a limited 
number of physicians and associates. Any physician 
interested in either or both of the foregoing is in- 
vited to write Dr. Jonathan Forman, 956 Bryden 
Road, Columbus, Ohio, for copies of the printed pro- 
gram and registration blanks. 

Among the fifty-eight allergists participating in 
the program are most of the leaders in this field. 
Arthur Coca, M.D., of New York will receive the 
Forum’s Gold Medal and will give the annual Forum 
lecture on Sunday afternoon. 





Urology Award 


The American Urological Association offers an 
annual award ‘not to exceed $500’ for an essay (or 


essays) on the result of some specific clinical or 


laboratory research in Urology. The amount of the 
prize is based on the merits of the work presented, 
and if the Committee on Scientific Research deem 
none of the offerings worthy, no award will be made. 
Competitors shall be limited to residents in urology 
in recognized hospitals and to urologists who have 
been in such specific practice for not more than five 
years. 

The selected essay (or essays) will appear on the 
program of the forthcoming meeting of the Ameri- 
can Urological Association, May 31-June 3, 1943, 
Hotel Jefferson, St. Louis, Missouri. 

Essays must be in the hands of the Secretary, 
Dr. Thomas D. Moore, 899 Madison Avenue, Mem- 
phis, Tennessee, on or before March 1, 1943. 


AUXILIARY 
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AUXILIARY 


A MESSAGE FROM THE ORGANIZING 
PRESIDENT 
Dear Friends: 

There has never been a time when doctors’ 
wives have the opportunity for service that 
they have today. Here are just a few sug- 
gestions—which are responsibilities as well: 

Help organize First Aid, Nutrition, Home 
Nursing and Nurses’ Aide classes. 

Urge the planting of year-round gardens 
and the conservation of all foods possible. 

Urge Parent-Teacher Associations to have 
more thorough examinations and remedial 
measures called for. 

Talk good health as never before. 

Offer your services to your Health Officer 
and Welfare Officer. 

Help soldiers’ families whenever possible. 

Get people vitamin-conscious. 

Be very considerate of the families of 
doctors who have gone into the service— 
especially during the Yuletide. See that every 
doctor from your county in the service is 
remembered at least by a card. 

Be on the alert to keep medicine on the 
high level it now maintains. Many “quacks” 
will try to wedge in now that so many doc- 
tors are away. 

You are leaders in your community. Now 
is the time to exercise the influence you have 
to help uphold the high traditions and ideals 
of the profession so dear to us, and at the 
same time to make a great contribution to 
the war effort. Special greetings to you 
whose husbands or sons are in the service 
and also to the others who are helping their 
husbands hold down the home front, where 
it is necessary that a good job be done if the 
war effort is to succeed. More homes will 
have vacant places this Christmas than ever 
in the history of our great country. Do your 
part to bring cheer—especially in doctors’ 
families. 

My special greetings to each of you. 

Sadie L. McCain 
(Mrs. P. P. McCain) 
* ok Bo * 

SOUTHERN MEDICAL AUXILIARY 

The Southern Medical Association Auxili- 
ary held its annual meeting in Richmond on 
November 10-12. Among those attending 
from North Carolina were: Mrs. James W. 
Vernon, Morganton; Mrs. S. B. McPheeters, 
Goldsboro, President of the Wayne County 
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Medical Auxiliary; Mrs. D. M. Royal, Salem- 
burg, Councilor for the Third District; Mrs. 
J. V. Gooding, Kenansville, President of the 
Duplin County Auxiliary; Mrs. W. M. Cop- 
pridge, Durham; and Mrs. Sidney Smith, 
Raleigh, First Vice-President of the State 
Auxiliary. 

Those attending were privileged to hear 
an address by the National Auxiliary Presi- 
dent, Mrs. Frank N. Haggard of Texas, and 
one by Dr. W. W. Bauer, Director of the 
Bureau of Health Education of the American 
Medical Association. 

Aside from the educational aspect of the 
meeting a very delightful and varied social 
program was planned for those attending. 
One of the loveliest social functions was the 
tea given by Mrs. Darden, wife of the Gov- 
ernor of Virginia, at the Governor’s Man- 
sion. Mrs. Darden was assisted in serving 
by the wives of the Richmond doctors. An- 
other delightful affair was the Auxiliary 
luncheon at the Jefferson Hotel. 

The president of the Southern Medical 
Association Auxiliary is Mrs. J. Ullman 
Reaves, of Mobile, Alabama. 





The Journal of the American Medical Association, 
issue of November 14, 1942, carries the following 
“Current Comment” on Atabrine: 

AMERICAN ATABRINE 


The most prevalent disease afflicting the popula- 
tions of the world is undoubtedly malaria. How 
many cases occur each year is not known, but esti- 
mates place the number as high as 800,000,000. In 
local areas, particularly in the United States and 
Panama, drainage and sanitary engineering projects 
have had some influence on the incidence of malaria, 
but such measures cannot cope with the disease on 
a worldwide basis. Until 1932 the populations of the 
world were principally dependent on quinine and its 
derivatives for protection against the malady. With 
the discovery of Atabrine in 1932 a new and potent 
addition to the antimalarial armamentarium made 
its appearance. When the Netherland East Indies 
fell to Japan, the source of practically the entire 
world supply of quinine was lost to the United Na- 
tions. Atabrine, now officially recognized under the 
nonproprietary name quinacrine, assumed a role of 
unsurpassed importance as a strategic drug. Al- 
though it was originally prepared in this country 
from imported intermediates, in 1941 American 
chemists solved the problem of synthesizing the drug 
through intricate steps. The question has been 
raised whether the American Atabrine is identical in 
all respects with the German drug. This question 
was studied as a war project by the Division of 
Chemistry and Chemical Technology of the National 
Research Counci!. Extensive chemical, pharmaco- 


logic and clinical investigations were made in lead- 
ine institntions throughout the country. The report 
released by the National Research Council estab- 
lishes the fact that there is no longer reason to 
doubt that the drug manufactured in this country 
is genuine, comparable in every respect with that 
produced in other countries. 
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BOOK REVIEWS 


Arthritis and Allied Conditions. By Bernard 
I. Comroe, M.D., F.A.C.P., Instructor in 
Medicine, University of Pennsylvania; 
Senior Ward Physician, Hospital of the 
University of Pennsylvania. Second edition. 
878 pages, illustrated with 242 engravings. 
iy $9.00. Philadelphia: Lea and Febiger, 


An effort has been made to summarize in this 
book the essential information concerning the diag- 
nosis and treatment of the various forms of arthri- 
tis. The book is written primarily for the general 
practitioner. It has numerous tabulated summaries 
that enable one to pick out the essential facts with- 
out reading the whole text. Methods of physio- 
therapy which can easily be applied in the home 
are outlined. Since physiotherapy is probably the 
most important of all the therapeutic aids in the 
treatment of arthritis, and since the knowledge of 
its use is not widely disseminated, this is a very 
valuable feature of-the book. 

In addition to the section on arthritis there are 
chapters on painful shoulders, painful feet, back- 
ache, and the use of the sulfonamides. There are 
two criticisms which this reviewer has to offer: First, 
the physiological and pathological discussions are 
quite limited, and secondly, too many controversial 
and unproven methods of therapy are discussed for 
a book of this type, even though the author clearly 
evaluates these forms of therapy. On the whole, 
however, this is an excellent volume for anyone 
interested in this important subject. 





Urological Diseases of Pregnancy. By E. 
Granville Crabtree, M.D., Urologist to the 
Boston Lying-in Hospital. With a chapter 
on Toxemia of Pregnancy by George. C. 
Prather, M.D., Assistant Urologist to the 
Boston Lying-in Hospital. 472 pages with 
158 illustrations. Price, $6.50. Boston: 
Little, Brown and Company, 1942. 


This work represents a complete review of the 
world literature on urological diseases complicating 
pregnancy. It is written in a clear and concise man- 
ner with frequent references to the enormous bibli- 
ography, which includes every significant publica- 
tion in this field. Particular emphasis is placed upon 
the more common complications of pregnancy. Pyel- 
onephritis and pyelitis of the prenatal and post- 
partum period are considered in detail. The signi- 
ficant ureteral changes associated with pregnancy 
are clearly illustrated by pyelograms and schematic 
drawings for their interpretation. Dr. Prather’s 
chapter on toxemia of pregnancy is excellent, and he 
has given particular attention to the sequelae of 
hypertension and albuminuria in pregnancy. The 
renal aspects have been emphasized, and where pos- 
sible, urological cooperation as an aid toward the 
correct diagnosis has been mentioned. 

All of the rare urological complications of preg- 
nancy are considered, and a chapter is devoted to 
the renal contraindications of pregnancy, to bilateral 
cortical necrosis, to renal insufficiency after blood 
transfusions, to the lone kidney of pregnancy, and 
to other urological conditions. 

This book is an excellent reference, and one which 
should be readily available for every obstetrician 
and urologist. 
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Clinical Anesthesia. By John S. Lundy, B.A., 
M.D., Head of Section on Anesthesia, Mayo 
Clinic; Professor of Anesthesia, Mayo 
Foundation for Medical Education and Re- 
search, Graduate School, University of 
Minnesota; Diplomate and Member of the 
American Board of Anesthesiology, Inc.; 
Member of the Subcommittee on Anes- 
thesia, National Research Council. 771 
pages with 266 illustrations. Price, $9.00. 
Philadelphia and London: W. B. Saunders 
Company, 1942. 


In this volume on Clinical Anesthesia theories 
have been to a great extent eliminated, and the prac- 
tical side of the subject is presented. The book is 
excellently written and well illustrated. The illus- 
trations on regional anesthesia are exceptionally 
good. This book is complete in every detail, dis- 
cussing anesthetic agents, their choice in operative 
procedures, and the technique of administration. 
Local, regional, spinal, inhalation, and intravenous 
anesthesia is fully covered. Preoperative and post- 
operative care and medication are described. 

This is an excellent volume and should be in the 
hands of every anesthetist and student of anesthesia. 





War Medicine: A Symposium. Edited by 
Winfield Scott Pugh, M.D., Commander 
(M.C.), U.S.N., Retired. 565 pages. Price, 
$7.50. New York: Philosophical Library, 
1942 
This volume is composed of fifty-seven separate 
articles covering the field of military medicine and 
divided into three general groups of surgery, avia- 
tion and naval medicine, and general medicine. Many 
of these articles have previously appeared in print 
and many have obviously been written especially for 
this volume. Some of the individual articles are 
excellent. Other articles appear to be mere reminis- 
cences and abstractions of interesting cases of the 
_ author’s experience in the last war. The volume 
suffers greatly from poor editing. For example, the 
use of tetanus antitoxin is recommended in several 
articles. The dose recommended for similar wounds 
varies from 750 to 3,000 units, and the editor and 
authors apparently are oblivious of the fact that all 
military personnel in the armed services at present 
are immunized with tetanus toxoid and should re- 
ceive a booster dose of tetanus toxoid rather than 
antitetanic serum. The article on the treatment of 
war burns does not mention the use of the sulfona- 
mides. The volume is in no sense a book to be 
carried into the field for ready reference. 





Babies Are Fun. By Jean Littlejohn Aaberg. 
128 pages. Price, $1.00. New York: William 
Penn Publishing Corporation, 1942. 


Among the various books written for the expec- 
tant mother, Babies Are Fun stands out as being 
definitely different. The problems of having a baby 
and taking care of him during his infancy are 
treated in a light and humorous way. The book is 
full of good, common sense. This humorous approach 
to the subject has much to recommend it, for many 
of the young mothers are so burdened down with 
strict rules accompanied by prophecies of doom if 
these rules are broken that all the fun of having 
and caring for a baby is removed. The practical pro- 
grams discussed in this small book fit well with the 
modern conception of training infants. The reviewer 
feels that this book can be very highly recommended 
for the expectant mother. It should make a partic- 
ularly suitable book as a gift to the lay person. 
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The Surgery of Pancreatic Tumors. By 
Alexander Brunschwig, M.S., M.D., F.A.C.S., 
Professor of Surgery, University of Chica- 
go. Price, $7.50. 421 pages, with 123 illus- 
trations. St. Louis: The C. V. Mosby Co., 
1942, 


Although surgery of the pancreas has been a 
subject of interest and discussion for many years, 
it is only in the last decade that any degree of suc- 
cess has been attained in the surgical attack on 
tumors of this organ. Dr. Brunschwig, one of the 
leaders in this field, has reviewed the subject in 
great detail and describes both clinical and surgical 
aspects of all phases of pancreatic tumors. The 
book is excellently written and illustrated by 123 
well-chosen illustrations. In view of the frequency 
with which tumors of the pancreas occur, every 
effort should be made by the clinician to diagnose 
the condition early. The surgeon in turn should be 
equipped to handle these lesions according to the 
most recently developed techniques. Both groups will 
profit and be helped in attaining this goal by a care- 
ful study of the volume under review. 





in Medicine. By G. E. 
Beaumont, M.A., M.D., F.R.C.P., D.P.H.., 
Physician to the Middlesex Hospital and 
Lecturer in Medicine, Middlesex Hospital 
Medical School, London; and E. C. Dodds, 
M.V.O., D.Se., Ph.D., M.D., F.R.C.P., Pro- 
fessor of Biochemistry in the University of 
London and Pathologist to the Royal Na- 
tional Orthopedic Hospital. Tenth edition. 
Price, $5.50. 440 pages with 465 illustrations. 
Philadelphia: The Blakiston Co., 1942. 


Advances in medicine proceed with such rapidity 
that only those actually engaged in research can 
succeed in keeping abreast of developments in a 
single field of endeavor. The mass of scientific lit- 
erature in which the details of medical progress are 
meticulously accumulated must be summarized and 
clarified before it can become available to the gen- 
eral practitioner. In the present edition of Recent 
Advances in Medicine, the tenth in the series which 
began in 1930, are collected and analyzed most of 
the important advances of recent years. It covers 
in a relatively brief volume many subjects of inter- 
est, including the sulfonamide drugs, the vitamins, 
the kidneys, diabetes, hepatic function, Addison’s 
disease, the sex hormones, and the anemias. Special 
attention is given to new diagnostic procedures such 
as electroencephalography, sternal puncture, urea 
clearance, and hepatic function tests. The general 
practitioner will profit by a careful perusal of this 
volume, which will bring to his attention numerous 
facts of practical importance brought out by recent 
research in medicine. 


Recent Advances 





Adventures in Public Health Integration. 
The 1941 Health Education Conference of 
the New York Academy of Medicine. 56 
pages. Price, $1.00. New York: Columbia 
University Press, 1942. 


In this volume are reprinted three addresses on 
the subject of health education. These are of pri- 
mary interest to workers in the field of public health 
and academic medicine, but the emphasis which is 
placed upon the importance of the individual him- 
self in maintaining his health and upon the need for 
bringing a private physician into the field of health 
education make them of some interest to practi- 
tioners, 
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Sulfanilamide and Related Compounds in 
General Practice. By Wesley W. Spink, 
M.D., Associate Professor of Medicine, Uni- 
versity of Minnesota Medical School. Second 
edition, 374 pages. Price, $3.00. Chicago: 
The Year Book Publishers, Inc., 1942. 


This small volume is admirably suited to its pur- 
pose. The author has exhaustively reviewed the lit- 
erature and has included a complete bibliography. 
After discussing adequately the physical properties 
of the compounds, the principles of therapy, and the 
theories of the mechanism of action, he discusses 
the use of the various compounds in specific infec- 
tions. The newer sulfonamide compounds, such as 
succinylsulfathiazole and sulfacetimide, are included. 
The author has very wisely stressed the fact that 
these compounds are not cure-alls but are adjuncts 
to other time-tested principles of the treatment of 
infectious diseases. He soundly advocates employing 
the principles of surgical drainage and the use of 
antitoxins and serum. He notes his omission of 
other chemical agents still in the experimental stage, 
such as gramicidin and penicillin. If thoughtfully 
read and constantly referred to, there is no doubt 
that this volume will aid tremendously all practi- 
tioners of medicine to a more efficient and effective 
use of the sulfonamide compounds. 





Military Surgical Manuals Volume III— 
Abdominal and Genito-Urinary Injuries: 
Prepared under the Auspices of the Com- 
mittee on Surgery of the Division of Med- 
ical Sciences of the National Research 
Council. Price, $3.00. 243 pages with 79 
illustrations. Philadelphia and London: W. 
B. Saunders Company, 1942. 


This is the third in a series of military surgical 
manuals sponsored by the United States Army. This 
particular volume is divided into two sections: (1) 
abdominal injuries, and (2) genito-urinary injuries. 

The first section discusses in great detail the 
various abdominal wounds of modern warfare and 
the handling of these wounds under conditions of 
battle. The treatment of shock and hemorrhage is 
discussed and the laboratory studies and clinical 
examinations which can be made at the front and 
in secondary hospitals are described. Brief chap- 
ters are devoted to the selection of patients for 
operation and to the essentials of anesthesia. The 
different types of operative procedures in abdominal 
injuries are discussed in great detail and post- 
operative treatment, including that of such condi- 
tions as shock, dehydration, avitaminosis, throm- 
bosis, and embolism, is giver adequate consideration. 

The second section of the volume, which is de- 
voted to genito-urinary injuries, evidently is in- 
tended primarily for the general surgeon who has 
not had very extensive experience with this type of 
surgery. Operative procedures are described pre- 
cisely and in much detail. 

This volume is well written, well prepared, and 
contains a wealth of up-to-the-minute information 
on the treatment of abdominal and genito-urinary 
injuries, 
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The Pleuro-Subpleural Zone. Its Clinical 
and Experimental Investigation and _ its 
Practical Importance in Chest Pathology. 
By J. Skla’dal, Reader in General and Ex- 
perimental Pathology, Caroline University, 
Prague; Head of the Chest Department, Bu- 
lovka Hospital, of the City of - Prague. 
Price, $2.75. 103 pages. Cambridge: at the 
University Press; New York: The Mac- 
millan Company, 1942. 


It is rarely that the time-honored methods of 
auscultation are applied to new methods of diag- 
nosis. In this little monograph printed in Britain, 
Dr. Skla’dal, a refugee from Czechoslovakia, de- 
scribes a new method of diagnosis in chest diseases. 
The author describes his experiments demonstrating 
that latent and pre-clinical phases of many pul- 
monic disorders are localized in the cortical portions 
of the lung (the pleuro-subpleural zone). These 
may be detected by auscultation after a sudden ex- 
piration. The book should be read by all interested 
in the physical diagnosis of chest diseases. 





The Time of My Life. A Frontier Doctor in 
Alaska. By Harry Carlos de Vighne, M.D. 
336 pages. Price, $3.00. New York: J. B. 
Lippincott Co., 1942, 


The widespread and increasingly intelligent curi- 
osity of the public in regard to medicine and its 
practitioners has been very liberally rewarded with- 
in the past few years by a veritable deluge of books 
by and about physicians. These books have been 
of very uneven quality when regarded as literary 
productions, but all have been interesting; for the 
study of mankind is still of paramount interest to 
man. Now comes a story of a doctor’s life and work 
which combines science with melodrama, told in a 
style of writing that is thoroughly delightful to read. 


Dr. Harry Carlos de Vighne was a Cuban of 
French and Spanish ancestry, orphaned and deserted 
in New York City at the age of eight. One of 
Charles Dickens’ famous characters, old Mr. Weller, 
father of the immortal Sam Weller of the Pickwick 
Papers, attributed the unquestionable smartness of 
his son to the fact that he had received his educa- 
tion entirely in the streets of London. Whether Dr. 
de Vighne’s obyiously superior intelligence was nur- 
tured and developed in this same type of school 
may be questioned, but one can hardly read his 
story of vagabondage without a feeling that this 
rough school of experience, which he followed until 
the age of twenty, prepared him for his subsequent 
arduous and adventurous life as a general practi- 
tioner in the pioneer days of Alaska. The story of 
his medical contacts before he eventually entered 
medical school, and the graphic description of his 
life as a medical student and young doctor provide 
entertainment of a high order. 

Through it all, from vagabondage to Health 
Commissioner of Alaska, one traces the develop- 
ment of a man of superior native intelligence. His 
comments on the education and ethics of a physician 
are so full of wisdom that one is tempted greatly 
to quote them. 

Here, then, is a book that the physician can read 
with as much interest as profit, one that he will 
want to loan immediately to his friends, 
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Standard Surgical 
Instruments 


Stainless Steel or Chrome Plate 


WE recommend the INSTRUMENT 
that we sell to be absolutely reliable and 


dependable in service. SURGICAL IN- 


STRUMENTS require the best of material 
and an exactness of workmanship and we 


at all times stand behind our INSTRU- 
MENTS. 


DIAGNOSTIC INSTRUMENTS 

ANESTHESIA INSTRUMENTS 

GENERAL OPERATING 

EYE INSTRUMENTS 

EAR INSTRUMENTS 

NASAL INSTRUMENTS 

MOUTH AND THROAT 
INSTRUMENTS 

RECTAL INSTRUMENTS 

URETHRAL INSTRUMENTS 

GYNECOLOGICAL INSTRUMENTS 

MISCELLANEOUS INSTRUMENTS 

SPECIALTIES 


WINCHESTER 


“Carolinas’ House of Service” 
Winchester Surgical Supply Co. 
106 East 7th Street Charlotte, N. C. 


Winchester-Ritch Surgical Co. 
111 North Greene Street Greensboro, N. C. 




















For This Year’s Tree 


"Member decorating Grandmother’s 
tree? The pop of fiuffy kernels of 
corn, the fun of stringing them to- 
gether? ‘member wrapping home- 
made candy in krinkly bits of paper, 
of tenderly placing a hundred tiny 
candles on the tree? We wish for all 
our friends the warmth and neighbor- 
liness of an old fashioned Christmas. 
We believe Santa will find a new 
spirit in every American home .. . 
a willingness to cooperate, a unity 
that makes individual citizens part 
of a big family group! Let’s all pitch 
in and string the tree with popcorn 

. or go without our coffee! The 
sacrifices and substitutes we make 
now —guarantee many HAPPY 
NEW YEARS! 


POWERS & ANDERSON 





669 








670 ADVERTISEMENTS 











Out of the chaos and confusion—the burns, 
lacerated wounds and compound fractures— 
that was Pearl Harbor on that’ first Sunday of 
December, 1941 —have come many lessons. 
Not the least among them is the value of the 
sulfonamides—used topically for the manage- 
ment of the potentially infected traumata. 
Field conditions were ideal for the produc- 
tion of Clostridial infections—yet the incidence 
of gas gangrene was remarkably low and re- 
sulted in no deaths. Hospital facilities and 
surgical skill were hard-pressed and surgical 
operations were delayed from hours to days. 
Due in no small measure to the use of the 
sulfonamides, postoperative mortality was only 
3.8 per cent, and most of these fatalities were 
from shock and hemorrhage. 
Topical use of sulfonamides is assuming in- 
creasing importance not alone in military prac- 


* Destruction of barracks at Wheeler Field, T. H., December 7, 1941. 





Photo by U.S. Army Signal Corps. 


tice but in industry and civil life. These com- 
pounds should be regarded as an important 
adjunct to surgery, regardless of whether the 
surgeon is dealing with grossly contaminated 
wounds or maintaining asepsis.in his opera- 
tive field. Further studies must, of course, be 
made to determine the method of application 
best suited for each type of wound. 

The Squibb Laboratories have available 
many of the sulfonamide compounds. There 
are several dosage forms under laboratory and 
clinical investigation and these will be pro- 
vided as the need arises and results prove 
favorable. 


ER: SQUIBB & SONS 
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